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Prophylactic Use of Antimicrobial Agents 


Antimicrobial agents effectively prevent many 
infections, contagious diseases and surgical complications; 
however they should not be used indiscriminately 





JAMES M. NORTHINGTON, M. D., Editor 


Many types of infections have 
been prevented by the judicious use 
of the antimicrobial agents, but they 
have also been employed illogically. 
It is advisable to limit their prophy- 
lactic use to those instances. in 
which the complication to be avoided 
is a serious one and one which oc- 
curs frequently in the absence of 
precautions. 

Prior to the advent of penicillin, 
it was known that small doses of 
sulfonamides daily would prevent 
streptococcal throat infections in a 
high percentage of patients, and thus 
recurrences of rheumatic fever. Or- 
al use of penicillin daily, or benza- 
thine IM every 3 to 4 weeks, will 
give similar results. More recently, 
oxytetracycline or tetracycline be- 
fore breakfast and after supper have 
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been used successfully and should 
be of value in patients unable to 
tolerate penicillin or the sulfona- 
mides. Regardless of the drug em- 
ployed, treatment is best continued 
throughout the year for 5 years fol- 
lowing the last attack of rheumatic 
fever, and routinely to age 18.' 

Gonorrhea can usually be pre- 
vented by oral use of penicillin if 
taken within 6 hours of exposure. 
Syphilis requires penicillin IM for 
its prevention. Penicillin instilled in- 
to the eyes of a newborn child pre- 
vents conjunctivitis neonatorum. Al- 
so penicillin administered to an ex- 
pectant mother with gonorrhea 
and/or syphilis will prevent gonoco- 
cecal complications in the child, as 
well as congenital syphilis. 

In the presence of bacteremia, one 
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of the commoner sites for patho- 
genic organisms to localize and pro- 
duce metastatic infection is the 
endocardium of the valve leaflets. 
Since transient bacteremia often fol- 
lows certain operative procedures, 
any individual with acquired or 
congenital heart disease in whom 
these procedures are performed is a 
potential case of subacute bacterial 
endocarditis. 

The extraction of teeth, especially 
in the presence of infected gums, 
appears to be the most serious offen- 
der in this connection. Furthermore, 
the incidence of bacteremia seems 
to be greater when general anes- 
thesia is employed and when more 
than one tooth is removed at one 
time. Certain prophylactic antimi- 
crobial therapy is indicated in all 
such cases. These patients should 
receive penicillin IM, or orally, the 
day before, the day of, and the day 
after the operation. In patients un- 
able to tolerate penicillin, oxytetra- 
cycline or tetracycline is indicated. 


SURGICAL USE 


All such patients in whom colonic, 
rectal, or transurethral operative 
procedures are contemplated should 
receive preventive measures and, 
since the organism is often an en- 
terococcus, it is well to supplement 
the penicillin with streptomycin IM. 

Recent advances in surgery of 
lungs and heart have been aided by 
the use of these drugs in preventing 
infections following operation. The 
same holds true for many other 
types of surgical or obstetrical pro- 
cedures. The use of neomycin in 
combination with sulfasuxidine has 
gained in popularity as a preopera- 
tive measure in bowel surgery. 

None of these agents has been 
demonstrated to have a favorable 
effect in the treatment or prevention 
of the common cold. In patients 


672 CLINICAL 


MEDICINE, 


whose experience suggests tha bac. 
terial complications arise, or ¢ uring 
periods of high prevalence of infec. 
tions due to susceptible bacteria, ong 
is justified in employing a wide 
spectrum antibiotic, as oxyte racy- 
cline or tetracycline. However, peri- 
cillin or erythromycin are frec uent- 
ly employed successfully. 


PREVENTION OF INFECTIONS 


Cases of chronic bronchitis pul. 
monary emphysema and bronchiec. 
tasis are increasing in nu nber. 
Since such patients are extremely 
susceptible to secondary infections 
it seems advisable to treat such pe 
tients promptly as outlined, and t 
employ the antimicrobial agents t 
forestall such infections, especially 
during the winter months. For long. 
term use, penicillin (benzathine) 
IM every 3 to 4 weeks represents 
the most practical method; at times 
oxytetracycline, erythromycin or 
tetracycline may be used for short 
periods. 

During outbreaks of meningococ- 


cal infections, sulfadiazine and pen- 
icillin are effective prophylactics 


Likewise, sulfadiazine or a _ wide- 
spectrum antibiotic in an institution- 
al outbreak of bacillary dysentery. 
In measles the bacterial complica- 
tions can largely be prevented with 
the use of oxytetracycline or tetre- 
cycline. Also these agents reduce 
the incidence of urinary- and res 
piratory-tract infections in patients 
with diabetes. In patients requiring 
indwelling catheters, these agents 
prevent urinary-tract infections 
With the increasing use of hydro- 
cortisone and ACTH in such condi 
tions as asthma, hepatitis, and mon- 
onucleosis, oxytetracycline or tetra- 
cycline are given to forestall fur 
ther infections in instances of 4 
lowered body resistance. 


. Flippin, Pennsylvania M. J., 58:2, 1955. 
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BAL ARTICLES 


The Immediate Prognosis in Acute Myocardial 


Inf: rection 


An optimistic report of the chances for survival 
for the cardiac patient; the risk is particularly small 
if the patient survives the first 48-hour period 


HENRY I. RUSSEK, M.D.,* Staten Island, New York 


It is only within recent years that 
sufficient data have been accumu- 
lated to indicate that the long-term 
outlook for persons with heart im- 
pairments is better than was gener- 
ally realized. Over the years many 
cardiac patients were made invalids 
by their physicians and families 
without any attempt to determine 
their work capacity. Today most 
cardiac patients lead happy and pro- 
ductive lives, a great many doing 
their usual work to and after the re- 
tirement period. 


In prognosticating the chances for 
survival at the onset of the acute 
attack, many physicians continue to 
exercise undue conservatism and 


"Consultant in Cardiovascular Research U.S.P.H.S. 
Hospital, Staten Island, N.Y. 
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unwarranted restraint. Too often the 
pronouncement of a poor prognosis 
represents an attempt on the part 
of the physician to protect himself 
against the chances of the patient 
suddenly dying, or to attribute some 
virtue to his therapy if the patient 
does well while suffering from such 
a serious disease. 

Current medical teaching, as well 
as contemporary texts on cardiovas- 
cular disease, emphasizes that the 
outcome of an attack of acute myo- 
cardial infarction is unpredictable 
because of the constant threat of 
sudden, unexpected death even for 
persons convalescing favorably. The 
prevalence of this view has been re- 
sponsible for a gloomy outlook on 
the part of the attending physician 
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even in cases presenting a benign 
picture. Nevertheless until recently 
there was a lack of statistical data 
that would indicate “whether sud- 
den unexpected death” is a common 
or infrequent event among patients 
sustaining clinically mild attacks. If 
a physician seeks guidance in the 
textbooks he finds merely general 
views. In his book, “Heart Disease,” 
Paul D. White says: “When myo- 
cardial infarction sufficiently seri- 
ous to be clinically recognized oc- 
curs, the prognosis is always grave 

* More recently, however, Dr. 
White has written less discourag- 
ingly: “In cases of cardiovascular 
disease, the statement of prognosis 
often ends with the word ‘guarded’ 
largely to play safe. Granted that we 
cannot foretell the future with any 
certainty, I feel sure nevertheless 
that we can do better than we have 
in the past, or are doing now, by ap- 
proaching the subject more scienti- 
fically and seriously. We have more 
facts and knowledge on which to 
base our prognoses than we utilize; 
we should call more than we do on 
the laws of chance in both our writ- 
ten opinions . . . and our discussion 
of the prognosis of any individual 
case with the patient himself, with 
his family, or with fellow physi- 
cians.” 


FACTORS IN PROGNOSIS 


Since it is the peculiar responsi- 
bility of the physician to forecast 
prognosis in individual cases and to 
advise them one by one, the chances 
for survival must be assessed on the 
basis of all the facts obtainable in 
each case. Careful investigations 
testify to the seriousness of any one 
of many circumstances of the acute 
attack: (1) old age, (2) history of 
previous attacks of myocardial in- 
farction, (3) intractable pain accom- 
panying the acute episode, (4) se- 
vere or persistent shock, (5) conges- 
tive heart failure, (6) high fever 
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and leukocytosis, (7) auricu ar fj. 
brillation or flutter, ventricu!ar ta. 
chycardia or intraventricular block 
and (8) the occurrence of e:nbol.- 
zation. The presence of any »ne of 
these factors increases the mcrtality 
rate from the average of 40 cr 50° 





































































































































































































to the range of 60 to 80% or )iigher T 
"| 
RECOGNITION OF MILDER CASES “s 
Such information is of va'ue jp 
prognosing severe attacks, but by RESL 
what means shall one judge the | 
chances for survival in patients su- T 
staining mild attacks? Smith! has § sult 
reported that at the Henry Ford — mez 
Hospital mortality from first infarc. B coa: 
tions has been 21.7%. In.an earlier § sec 
report, Master? recorded the mor. §  infé 
tality rate in a series of first attacks B qué 
treated at home as 5.5%. Baer and BH con 
associates* reported the death rate § In 
to be 8.5% in a similar series of 212 B po 
cases. Friedberg* predicts that “as B on 
milder cases are identified, the mor- § ou: 
tality rate from first attacks will not § tre 
greatly exceed 10%.” Since, as will B or 
be shown, cases falling into this cate- fic 
gory comprise almost half of all B au 
cases of acute myocardial infarec- tr 
tion, the importance of ascertaining cu 
mortality and morbidity rates for IS, 
this group appears obvious. Certain- m 
ly the average mortality rate of 4) lo 
to 50%, or the mortality rate for ( 
first attacks, 5.5 to 21.7%, would not Pp 
appear applicable to this selected di 
low-risk group. In order to deter- p 
mine the chances for survival and g 
the risk of “sudden unexpected r 
death” in such cases we* have stud- B 4 
ied the clinical course and outcome t 
of attacks in a large number of pa- k 
tients during their period of hos- ] 





pitalization. 
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TABLE | 
ORTALITY RATE AND INCIDENCE OF THROMBOEMBOLIC COMPLICATIONS 


No. of 


Th data obtained reflect the re- 
sults of treatment by conservative 
meas ires without the use of anti- 
coagulants. An analysis of 1318 con- 
secutive cases of acute myocardial 
infarction revealed that 611 (46.4% ) 
qualified as having sustained an “un- 
complicated” first attack (table 1). 
In these cases none of the following 
poor prognostic signs was present 
on admission to hospital: (1) previ- 
ous myocardial infarction, (2) in- 
tractable pain, (3) extreme degree 
or persistence of shock, (4) signi- 
ficant enlargement of the heart, (7) 
auricular fibrillation or flutter, ven- 
tricular tachycardia, or intraventri- 
cular block, or (8) diabetic acidos- 
is, marked obesity, previous pul- 
monary embolism, varicosities in the 
lower extremities, thrombophlebitis 
(past or present), or other states 
predisposing to thrombosis. The 
death rate during the period of hos- 
pitalization in this “good risk” 
group was only 3.4%. The mortality 
rate for those who survived the first 
48 hours was only 1.8 per 100 pa- 
tients. Thrombotic or thromboem- 
bolic complications occurred in only 
13‘, of the “good-risk” patients, 
most of these of a mild nature. 


In sharp contrast the death rate 
for the 707 patients who presented 
poor prognostic signs on the day of 
their admission to the hospital was 
60‘. and the incidence of thrombo- 
embolic complications 11.5% (table 
1). The death rate was higher among 
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Thrombo- 


Mortality embolism 


No. % No. ¢ 
445 33.8 89 
21 3.4 8 
60.0 81 1 


6.8 
1.3 
1.5 


those 60 years of age or over—40.3% 
as against 29.5% (table 2). When 
cases of similar severity were com- 
pared however it was found that 
age does not exert a significant in- 


fluence (table 3). 
COMMENT 


Although the physician cannot 
foretell the future with any certain- 
ty in acute myocardial infarction his 
clinical judgment and his knowledge 
of the laws of chance should enable 
him to make a fairly accurate prog- 
nosis in each case. Just as the de- 
velopment of severe and persistent 
shock carries a mortality rate of 80 
to 100%, it should be similarly re- 
cognized that the death rate in 
good-risk cases does not exceed 3%. 
The danger of sudden unexpected 
death in persons sustaining an un- 
complicated first attack is therefore 
considerably less than has been pre- 
viously realized. The risk is indeed 
small when such patients have sur- 
vived the first 48 hours inasmuch 
as the total death rate thereafter is 
only 1.8%. Thus, the chances: for 
survival in this group of patients are 
better than the outlook for recovery 
in persons with pneumococcic pneu- 
monia under modern antibiotic ther- 
apy in which the death rate is com- 
monly recorded as 5%. 

From this evidence it would seem 
that physicians should adopt a more 
optimistic attitude with respect to 
the probability of recovery in all 
good-risk patients. When such pa- 
tients have survived the first two 
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Under 60 
60 or over 


TABLE 2 
MORTALITY RATE ACCORDING TO AGE AND SEVERITY OF THE ATTACK 
Mortality 

€ 


Good Risk Poor F isk 
% % 
3.4 60.0 
3.6 58.7 
3.2 61.4 





TABLE 3 
ANALYSIS ACCORDING TO AGE AND SEVERITY OF ATTACK 


Total 


611 
421 
190 


Good Risk 


Poor Risk 
WK No. % 
46.4 707 
53.0 373 
36.3 334 


53.6 
47.0 
63.7 





or three days there would appear to 
be even greater justification for such 
optimism. It should be remembered, 
however, that these results were 
obtained with conservative therapy 
during a 3 to 6 week period of bed 
rest. Consequently, while the basis 
for optimism appears clear, over- 
confidence and carelessness on the 
part of both physician and patient 
may lead to unfortunate results if 
unwarranted liberties are taken. 

It has been repeatedly stated that 
the most important factor influenc- 
ing immediate mortality after acute 
coronary occlusion is the age of the 
patient. We have found that the 
higher death rate in older patients 
is directly due to the higher inci- 
dence of serious attacks in older 
groups (table 3). Consequently, the 
favorable outlook for recovery in 
good-risk patients applies to old age 
groups as well as to young. 

The fact that almost half of the 
total of deaths in the good-risk group 
occurred within 48 hours of admis- 
sion suggests a danger, even in these 
cases, from the psychic and physi- 
cal trauma attending their removal 
to the hospital. The practice of ad- 
ministering anticoagulants in all cas- 
es of acute myocardial infarction re- 
quires almost immediate admission 
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to the hospital, and thereby sub- 
jects the patient to a risk that is too 
frequently overlooked. In previous 
articles we have emphasized that 
anticoagulants are unlikely to in- 
fluence the outcome in the uncom- 
plicated first attack, because of (1) 
the low incidence of thromboembol- 
ism, and (2) the small, though sig- 
nificant, risk of hemorrhage induced 
by therapy. In the more serious cas- 
es of the disease, it does appear like- 
ly that anticogaulant therapy ex- 
erts a favorable influence on both 
the death rate and the thromboen- 
bolic complication rate. 


SUMMARY AND CONCLUSIONS 


It is common belief that the out- 
come of acute myocardial infarc- 
tion is unpredictable because of the 
constant threat of sudden, unexpect- 
ed death even for persons convalesc- 
ing favorably. Sufficient statistical 
data are now available to enable the 
physician to avoid vague conjecture 
or unwarranted conservatism in es- 
timating the chances for survival in 
any given case. In patients sustain- 
ing an uncomplicated first attack 
the death rate was only 3.4% during 
the period of hospitalization, only 
1.8% in those who survived more 
than 48 hours. This good-risk group 
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ises almost half of all patients 
acute myocardial infarction 
re commonly admitted to our 
als. 


icoagulant therapy would ap- 
o confer no benefit in good- 
atients because of the low in- 
‘e of thromboembolism in this 
and the dangers attendant up- 
use. In the more serious cas- 
ywever, anticoagulants do ap- 
: to exert a favorable influence 
th morbidity and mortality sta- 


» risk in too early or unneces- 
removal of the patient to the 
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hospital should be recognized, since 
the initial 48 hours following the at- 
tack represents a critical period in 
all cases. Contrary to interpretations 
derived from crude statistics, the 
age of the patient does not influence 
the immediate prognosis with any 
attack of known severity. The clini- 
cal appearance of the patient at the 
onset of the attack is the best index 
to the future course of his illness. 
This evidence justifies a more opti- 
mistic attitude than has usually been 
taken by physician and patient in 
all good-risk cases, particularly 
when survival has extended beyond 
the first few days of the attack. 
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Reci.l Bleeding 


ORIGINAL ARTICLE 


A complete physical examination supplemented, if 
indicated, by sigmoidoscope and x-ray examination, should 
be imperative for all symptoms of rectal bleeding 


HARRY GOLDMAN, M.D. & MAX D. GOLDMAN, M.D., 
Forest Hills, L. 1., New York 


Many patients are hesitant to sub- 

it to rectal examination, this be- 
ause of a feeling of embarrassment, 
sensitiveness of the parts involved, 
and fear of instrumentation. Patients 

ith low pain thresholds have de- 

scribed a rectal examination as an 
extremely painful procedure, one in 
hich pipes of great lengths are 
hrust into the rectum, producing 
severe pain. 

Many hospital staffs encourage 
every interne to become as dextrous 
in the use of the sigmoidoscope as 
he is with the ophthalmo-, the lary- 
go-, or the cystoscope. This would 
be an ideal plan if patients would 

illingly accept this type of examin- 
ation. Since there is not such will- 
ngness, sigmoidoscopy for diagnos- 
ic purposes should be performed 
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by experienced hands only, the rea- 
son being that, should a lesion be 
overlooked, valuable time may be 
lost in rendering necessary treat- 
ment. In short, every practitioner 
should familiarize himself with sig- 
moidoscopy, but to acquire the ne- 
cessary skill for its performance, 
one should apprentice himself to an 
experienced proctologist. 

A thorough history and physical 
examination are essential; then 
procto - sigmoidoscopy, roentgeno- 
graphy, and any laboratory examin- 
ation really needed for diagnosis. 
Bleeding in any case may originate 
from more than one source. Many 
a surgeon has removed hemorrhoids 
only to discover later that a cancer 
co-existed higher in the colon. Bi- 
opsies require the services of a 
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pathologist, in preparation of the 
material and in the interpretation of 
the microscopic findings. 

Rectal bleeding should never be 
neglected or carelessly considered. 
The public is now well aware that 
not all rectal bleeding is from hemor- 
rhoids. It therefore becomes our 
duty to think of the various causes 
of rectal bleeding, so that our search 
may lead to the correct diagnosis. 
In children, one must think of pro- 
lapse, rectal polyp or intussuscep- 
tion. Rectal prolapse consists of 
everted mucous membrane only, the 
majority of cases occurring between 
the ages of one and three years. A 
rectal polyp or adenoma in its ear- 
ly stage is seen as a small, soft, ses- 
sile swelling, the size of a split pea; 
later, as it enlarges, it develops a 
pedicle, which may gradually elong- 
ate until it is % to 2 inches in length, 
with a color which is deeper red 
than that of the normal mucous 
membrane. It may also prolapse at 
defecation, causing tenesmus and 
pain. 


INTUSSUSCEPTION 


Intussusception, one of the com- 
monest and most dangerous causes 
of obstruction, is mostly confined to 
children under 5 years of age; 50% 
of all cases occur in infants before 
the end of the first year. The condi- 
tion is usually an invagination of 
ileum into cecum, or of ileum and 
cecum into ascending colon. Ob- 
struction occurs partly because per- 
istalsis is interrupted, and partly be- 
cause, as the intussusception advanc- 
es, its mesentery is increasingly 
compressed, in consequence of 
which the bowel becomes edema- 
tous, congested, and finally necrotic. 

In adults, the causes of rectal 
bleeding are far more numerous. In 
general, fresh blood comes from a 
point near the anus; the darker the 
blood, the higher in the intestinal 
tract its point of origin. However, in 
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the presence of hyperper’ stalsis 
bright red blood can appear f #r rep. 
tum from disease in the oeso shagy 
or stomach. This condition is infre. 
quent, but its possibility she ld } 
borne in mind. 

In adults, the most frequen : cays. 
es of rectal bleeding are emer. 
rhoids, ano-rectal fissure, fistula 
cryptitis, papillitis, stricture. cari. 
noma, benign tumors, polypos s, pro. 
lapse and procidentia, the : pecific 
and non-specific types of rocto. 
sigmoiditis, deficiency diseass and 
foreign bodies. 

Hemorrhoids involve one o: more 
radicals of the hemorrhoidal plexus 
of veins. They are most common be. 
tween the 20th and 50th years. Those 
having origin below the ano-rectal 
line are external, those above this 
line internal, hemorrhoids. The ex- 
ternals are covered by anal skin, the 
internals by mucous membrane. ‘the 
internals are responsible for the 
bleeding. 

Adenomas can occur at any age. 
They are covered with mucous men- 
brane and are located most often in 
mid- or upper rectum. They bleed 
easily and tend to undergo malig- 
nant degeneration. 

Prolapse occurs in adults as well 
as in children. However, procidentia, 
appears to limit itself more to the 
adult. It involves all coats of the 
wall and is characterized by circu- 
lar striations irregularly placed. It 
may involve any site of the rectum 
or sigmoid. 


RECTAL CANCER 


Cancer of the rectum and sigmoid 
is next in frequency to that of the 
stomach, and is equal to that of the 
uterus. The age groups of greatest 
incidence are between 40 and 1 
years. Cancer of the rectum and 
colon occur occasionally in young 
people, a possibility which should 
never be overlooked. About 91% of 
rectal cancers can be felt digitally, 
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makir a rectal examination a re- doscope plays the main role. Above 
quisit’ in every complete examina- this level, the x-ray is all important. 
tion. ectal bleeding due to carci- It is important to remember that 
noma > a late sign, usually follow- negative x-ray findings should be 
ing a istory of alternating attacks looked upon with caution when dis- 
of cc stipation and diarrhea, and ease above the level of the sig- 
loss c weight. Early morning diar- moidoscope is suspected. This is eas- 
rhea, wakening the patient before ily visualized when one notes the 
his c:) tomary time to rise, may be manner in which the colon can over- 
an ir .ortant early sign of cancer lap itself as at the splenic and hepa- 
of th: vectum. tic flexures. Even after repeated 
Co: idering the specific types of negative x-ray studies exploratory 
proct sigmoiditis, one must think of laparotomy has revealed widespread 
ameb and bacillary dysentery, sy- carcinoma in these danger zones. 
philis tuberculosis, lymphopathia DISCUSSION 
vene: um, schistosomiasis and the 
vario's worm infestations. All of 1.Rectal bleeding is a symptom 
these depend upon the laboratory which must not be considered 
for is lation of the causative organ- lightly. 
ism. | actitial or radiation proctitis 2 A very thorough history and a 
results occasionally from the use of complete physical examination 
radium in the treatment of cervical may be sufficient to establish a 
and prostatic cancer. In recent years, diagnosis. 
procto-sigmoiditis due to the use of 3 The sigmoidoscope and x-ray ex- 


antibiotics has come to be fairly amination when indicated are fur- 
Common. ther valuable aids in diagnosis. 

As important remaining causes of 4 The more common pathological 
rectal bleeding in adults, one must reasons causing rectal bleeding 
think of regional ileitis, chronic ul- have been enumerated. 
cerative colitis, mucous colitis, di- 
verticulitis, Meckel’s diverticulum, REFERENCES: 
deficiency diseases, familial polypos- -Bacon, H. E. Anus-Rectum-Sigmoid Colon. 


is and foreign bodies in the rectum. Lippincott 1 


949. 
> ge . . Krolicki, T. A. Rhode Island M. J. 34:645-648, 
X-ray, utilizing the barium enema, 1951. 


: 3. Lahey, F. H. & Swinton, N. W. Lahey Clin. 
spot films and the double air-con- Bull. 7:296-281, 1932. eee 

j } . Turnbull, R. B. Jr. Cleveland Clin. Q. 19:2, 1952. 
trast plays an invaluable part in 5. Cowett, M. P. Review of Gastroenterology. 20:6, 
diagnosis. However, for a distance of 5 


10 inches from the anus, the sigmoi- 


1953. 
. Strickland, P. Brit. J. of Radiology. 323:630-4, 


1954. 


Bed Rest Still Needed in the 


Treatment of Tuberculosis C . 2 P i; . 


Easy! 
The new drug therapy has mater- ° 
ially shortened the period of recov- Chemical Accurate! 
ery in the average case of tubercu- c tat 
losis, and has greatly decreased the Pregnancy pone 7 
mortality rate. This does not mean saad 
that it has altered the indication for $16 


rest therapy during the active phas- "Raoe on tal Pace” “Complete Set” 
es of the illness. 


— = — Cc. P. T. Laboratories, Dayton 6, Ohio 
R. L. Yeager, et al. Tuberculosis Abstracts, 27: 1954. 
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OMe Cet e-m eh cis 
further liver damage and 
hepatic cirrhosis 

(so common in alcoholism) 
METHISCHOL* increases phos- 
pholipid turnover, reducing 
fatty deposits and fibrosis, 


Stimulating regeneration of 
new liver cells. 


as a protective aid against 


atherosclerosis and 
coronary impairment 


METHISCHOL helps reduce 
elevated cholesterol levels and 
helps lower chylomicron- 
lipomicron ratios towards normal. 


*“methischol is given with a high 
protein, moderate carbohydrate, 
low fat diet; supplementary vitamin 
B complex, psychiatric aid, etc. 


for samples and 
detailed literature write 


u. s. vitamin corporation 


Arlington-Funk Laboratories, division 
250 East 43rd Street, New York 17, N.Y 





ORIGINAL ARTICLE 


Di: betes Mellitus, [ts Types and Treatment * 


The recognition of symptoms, 
various forms of diabetes, and the methods of 
treatment are discussed 


DANIEL W. 


Care of the patient with diabetes 
affords the doctor one of the best 
opportunities to display his skill and 
judgment. The importance of recog- 
nizing the potential diabetic, the 
prediabetic and the actual diabetic 
among his patients is known to 
every doctor. The satisfaction of pro- 
perly and adequately managing each 
of these patients knows no limits. 


THE POTENTIAL DIABETIC 


Anyone who has a history of dia- 
betes in his family answers this des- 
cription. It is necessary to inquire in- 
to the family history of each patient 
seen. Many times this is unknown 
or incomplete, and gives no hint of 
familial diabetes. Mutation of genes 


a the Section of Internal Medicine, Mahorner 
-L imc, 


CLINICAL 


HAYES, M.D., 
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New Orleans, Louisiana 


or acquired extra-pancreatic disease 
may occur to give other origin to 
the diabetes. Hyperfunction of oth- 
er endocrine glands may allow re- 
cognition of potential diabetes, 
which becomes clinically apparent 
under stress. 


THE PREDIABETIC 


The prediabetic patient is usually 
thought of as one who, under condi- 
tions of stress will have some clini- 
cal or laboratory evidence of dia- 
betes. Ordinary humans will be able 
to cope with stress reactions with- 
out having hyperglycemia or glyco- 
suria. Patients with a mild degree of 
disturbance of carbohydrate metabo- 
lism, under stress may show evi- 
dences of diabetes before the actual 
diabetic state would be clinically 
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detectable under normal conditions. 
Diseases that may cause this to take 
place include hyperfunction of the 
anterior pituitary, thyroid, or adren- 
al cortex. Administration of the hor- 
mones of these glands may also 
make evident a prediabetic state. 
Vascular or respiratory illnesses, 
pregnancy or other conditions may 
provide enough stress to bring to 
clinical attention the case of the 
“prediabetic.” 





















THE ACTUAL DIABETIC 


This patient is best considered 
from the standpoint of treatment as 
insulin deficient, since compensation 
for the lack of insulin control of glu- 
cose by diet or extrinsic insulin, or 
both, will result in proper control of 
the condition. 


To prove the presence of diabetes 
may be a simple detail as in the case 
of the person with a fasting venous 
blood sugar of 250 mg. % and a 
4-plus glycosuria. In others it pre- 
sents many difficulties. As much 
care must be taken to avoid label- 
ing a person as diabetic, who is not, 
as with not recognizing diabetes 
when it is present. 


Symptoms and the clinical and 
family history are important, plus a 
high index of suspicion. Suggestive 
symptoms include polydypsia, poly- 
phagia, polyuria and weight loss 
without loss of appetite. Fatigue and 
lassitude may be added. The diabetic 
is prone to skin infections, boils, 
fungus and vulvar infections. Dim- 
ness of vision and constipation may 
occur initially. With positive family 
history, and several of these symp- 
toms, the burden is on the physician 
to prove one does not have diabetes. 

Glycosuria may or may not mean 
diabetes. Renal glycosuria (due to 
a lowered renal threshold), and oc- 
casionally the presence of other re- 
ducing sugars in the urine, may give 
false results to the usual urine 
tests. The absence of glycosuria is 
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not evidence that diabetes doe. not 
exist and blood tests must be Jone 
to aid in the diagnosis. 


Blood sugar tests in the fe sting 
a.m. state may be negative ir. the 
cases of diabetes. Two hours after 
ingestion of a large meal the he ilthy 
person’s blood sugar should |e at 
or near normal. A 3-hour gli:cose 
tolerance test should be perfo:med 
in all borderline and doubtful cases, 
Fasting blood sugar of over 120 
mg. % should be viewed with sus- 
picion; a reading two hours afier a 
meal should not exceed 150 mg. %. 
Sugar over 180 mg. % in either 
case is almost diagnostic of diabetes, 


GLUCOSE TOLERANCE TESTS 


Glucose tolerance tests should not 
be done on a previously diagnosed 
diabetic, unless the diabetes is so 
mild as to be doubtful, for it serves 
no useful purpose and may aggra- 
vate the diabetic state. Glucose tol- 
erance tests should not be done on 
bedridden patients, on patients just 
recovering from a major surgical 
operation, or on those patients on 
an inadequate diet. Indeed, it is well 
to instruct patients who are to re- 
port for a glucose tolerance test to 
eat heavily of sweets and other car- 
bohydrates. This may help exhaust 
an inadequate pancreas and diag- 
nose a case of the prediabetic. 


Interpretation of glucose tolerance 
curves may be simple, as in the case 
of a high initial reading which climbs 
to 250 mg. “% at the end of one 
hour and at the end of the third 
hour has not dropped below 190. In 
general, if the blood sugar does not 
return to normal between the sec- 
ond and third hours, the patient 
probably has diabetes. The height 
of the curve is not diagnostic in it- 
self, since if the 100 gm. of glucose 
is more rapidly absorbed than usual, 
the early readings will be high. Of- 
ten it will be necessary to repeat a 
questionable test after a time, if 
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suspic on is strong that the patient 
may b» diabetic. 


TREATN <NT OF DIABETES 


Die . insulin and exercise are the 
three mportant factors in the treat- 
ment f diabetes. 


Pro ver weight is essential to at- 
tain. “he young underweight ado- 
lesce: . with diabetes must be given 
adiet which will supply all the need- 
ed c: ories, as well as the proteins 
and ther food nutrients necessary 
for v eight gain, growth and devel- 
opme 1t. The obese elderly diabetic 
must be reduced by a proper diet 
with added nutritional supplements. 


CHO!SE OF DIET 


Diets do not need to be weighed 
by the great majority of diabetics. 
Diets should be well balanced, and 
normal portions of foods should be 
used. Diet lists tend to be rather 
formidable barriers which many pa- 
tients find difficult to hurdle. Diets 
which are approved by the Amer- 
ican Diabetic Association* are in- 
valuable aids to the physician when 
he can explain and adjust the diets 
to the patient and his family. Pic- 
tures of foods make dieting easier. 


Insulin is used only when diet 
alone fails to properly control the 
blood and urine sugar. If the diet 
calculated to give the patient the 
proper calories, carbohydrates, pro- 
teins and fats, fails to be controlled, 
the diet must not be reduced but 
must be maintained at the same or 
higher level, adding insulin to insure 
proper utilization of the glucose. 


If insulin is not present in ade- 
quate amounts intermediate prod- 
ucts — aceto-acetic acid, betahy- 
droxybutyric acid and acetone — 
will cause acidosis if the insulin lack 
is not made up. Insulin modifica- 
tions have changed the timing and 
the duration of action.** 


*Procurable from Health Publications Institute, 


Inc., Raleigh, North Carolina. 
**Sce Table I. 
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CLASSIFICATION OF INSULINS 


Quick Action, Short Duration 
Regular Insulin 
Crystalline Insulin 
Intermediate Action and Duration 
N.P.H. Insulin 
Globin Insulin 
Lente Insulin 
Slow Action, Long Duration 
Protamine Zinc Insulin 











‘Table 1. Classification of speed of onset and dura- 
tion of effective action facilitates ease in selection 
of proper insulin for clinical use. 


CHOICE OF INSULIN 


Choice of insulin preparation for 
a patient depends upon the severity 
of the diabetes and the presence or 
absence of complications. Price does 
not vary between the various types 
of intermediate or long-acting insu- 
lins. Regular insulin is the basis of 
treatment in acidosis and coma, but 
is not to be used for maintenance. 

In patients requiring less than 40 
units daily NPH, globin, Lente and 
protamine zinc (PZ) insulins are 
effective. PZ insulin should not be 
used in doses above 40 units daily, 
because of the danger of producing 
nocturnal hypoglycemia with high- 
er dosage. 

Diabetes requiring more than 40 
units daily can usually be controlled 
with a single injection of an inter- 
mediate - acting insulin, or a mix- 
ture of two parts regular and one 
part PZ insulin. A mixture at less 
than a 2-to-1 ratio should not be 
used, since the excess protamine will 
precipitate the regular insulin so 
that the action will be that of PZ 
insulin. There is no limit to the 
number of units which can be used; 
in certain severe cases up to several 
hundred units are needed. 


BRITTLE DIABETICS 


Since those who require such 
large doses may be the more “brit- 
tle” or “labile” diabetics, sometimes 
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it is necessary to add extra regular 
insulin to a mixture to make a 2% 
or 3-1 ratio of regular to PZ insulin. 
This controls after-meal hypergly- 
cemia and avoids nocturnal hypo- 
glycemia. Infrequently it may be 
necessary to split the total day’s re- 
quirement of NPH, globin or Lente 
insulin into 2 parts, giving 74 of the 
total in the morning, and 4 12 
hours later. 


EXERCISE 


Exercise helps to use up energy 
and glucose; a certain amount is 
vital to keep diabetics in good health. 
Walking is probably the most neg- 
lected art in this day of rapid trans- 
portation. Especially for the dia- 
betic of middle age and older, this 
is the easiest exercise. Sudden and 
violent exertion is strictly prohib- 
ited for these people. For the young 
diabetic, especially the teenager, ex- 
ercise, often strenuous, is a part of 
daily living. These must anticipate 
such exercise, so as to eat more or 
to reduce the morning insulin, or at 
least to have available a supply of 


Cortisone Indicated in Few 
Cases of Rheumatoid Arthritis 


The great majority of physicians 
with experience in rheumatology 
have abandoned routine use of cor- 
tisone, hydrocortisone and ACTH 
for treatment of rheumatoid arthri- 
tis, and most reserve them for in- 
frequent and carefully selected cas- 
es. 

Great harm results when a young 
and active individual, with severe 
rheumatoid arthritis, is treated and 
allowed to continue his usual activ- 
ities. Progression of disease is 
speeded by the excessive activity al- 
lowed by corticoid stimulation. A 
false sense of security is attained 
and when hypercorticism finally 
necessitates withdrawal of medica- 
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candy or sugar in case of hypogly. 
cemia. Athletes must be aware of 
the possibility of hypoglycem‘c re. f 
actions and of course prevent on js 
the best cure. Knowledge of th» tim. 
ing of action of the insulin -vhich 
the patient is taking will hel)) him 
recognize the symptoms of hy)ogly. 
cemia, especially through the hours 
of peak effect of insulin related to 
the intensity of the exercise. 


SUMMARY 























Awareness of the “potential” dia- 
betic, the “prediabetic” and the “ae- 
tual” diabetic patients in the physi- 
cian’s practice is necessary to the 
capable practice of medicine or any 
of its specialties. Once discovered, 
watchful waiting in the case of the 
potential and prediabetic states with 
removal of predisposing factors, 
such as obesity, associated diseases 
and other stresses, is the proper 
course. Accurate and constant care 
of the “actual” diabetic with proper 
diet and exercise, and the use of in- 
sulin if needed, makes the diabetic 
indeed a healthy and useful citizen. 


































































tion, profound deterioration occurs. 

The only definite indication for 
administration of these drugs is in 
the case of the bedridden arthritic 
who can be partially or completely 
mobilized by their use. It is reason- 
ably certain that these individuals 
will not become overactive physical- 
ly, and they can usually be main- 
tained on small doses. Their occa- 
sional use as adjuncts to gold ther- 
apy, in experienced hands, is also of 
benefit. At the present time far too 
many patients have to be treated 
for hypercorticism as well as rheu- 
matoid arthritis. 




























































































Editorial, Northwest Med., 53:1000, 1954. 
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ORIGINAL ARTICLE 


The Treatment of Dandruff and Granulated 
Eyelids With Selenium Sulfide (Selsun *) 


A close relationship between the condition 
of the scalp and a granulation oj the eyelids is 
generally overlooked by most physicians 


MILO H. FRITZ, M.D. 


The association between sebor- 
rheic dermatitis of the scalp, (dand- 
ruff) and blepharitis marginalis, 
(granulated eyelids), is seldom rec- 
ognized by ophthalmologists and al- 
most never by the GP. Both of these 
afflictions are common and annoy- 
ing; neither is regarded as trivial 
by those who suffer from them. 

Once any physician observes the 
great frequency with which prema- 
turely gray abundant hair is associ- 
ated with red-rimmed granulated 
eye lids, he will be surprised at the 
number of times he sees it in pa- 
tients presenting themselves because 
of other conditions. The eyes have 
the red and watery appearance of 
those of a St. Bernard, closer obser- 
vation shows the lids to be thick- 


CLINICAL 


, Anchorage, Alaska 


ened, red, covered with a soapy 
scale of granulations sometimes be- 
coming secondarily infected by the 
constant rubbing to relieve the itch- 
ing. There is very frequent associa- 
tion between dandruff and granu- 
lated eye lids, and cases of seborrhea 
of the scalp, with or without hair, 
and blepharitis independently. In 
any event the control of both con- 
ditions is simple and satisfactory. 
Often a patient comes because of 
a mild conjunctivitis or a sty, follow- 
ing scratching of the lids with dirty 
fingers to allay itching. The alert 
doctor will notice the marginal ble- 
pharitis and then will examine the 
scalp and in most instances find se- 
borrhea and be able to explain the 
connection between the scalp and 
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lid conditions. 

To many, a question whether or 
not one has dandruff, is a good 
deal like asking whether or not one 
washes his neck; so it must be ex- 
plained that dandruff is a peculiarity 
of certain scalps and skin and has 
nothing to do with one’s personal 
hygiene. Then many a patient is vol- 
uble in his complaints of how many 
shampoos have been tried, or how 
many prescriptions offered by bar- 
bers or beauty operators have failed 
to cure. 


The next step is to explain the 
close relationship between the scalp 
condition and the lid condition, and 
most will appreciate your discover- 
ing what has been missed by so 
many, even great specialists in some 
large city. 


TREATMENT OF THE EYELIDS 


Such patients must compress their 
eyes 15 min. t.i.d. with boric acid 
solution, followed with a drop of a 
mild collyrium. Where there is a 
secondary infection of the lid mar- 
gins, 10% sodium sulfacetamide in 
%% methyl cellulose (Sulamyd® 
10% in methocel, %‘%-Schering) isin 
order. If there is no secondary in- 
fection, a combination of zinc sul- 
phate, neosynephrine and boric acid 
(OPH® drops-Winthrop-Stearns) is 
satisfactory. Treatment timing may 
be adjusted to the patient’s daily 
schedule, just so compresses and 
drops are used t.i.d. 

A small amount of selenium sul- 
fide 0.5%. ophthalmic jelly (Abbott) 
is placed on either end of a 
cotton - wound applicator and, us- 
ing one end of the applicator 
for each eye, the ointment is gently 
rubbed into the lid margins where 
the crusts are, gently everting the 
lower lid as the patient looks up and 
pressing out the lid margin with the 
eye closed, or as the patient looks 
down, for the upper lid. This is dem- 
onstrated to the patient and is worth 
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more than many hundreds of w ords, 
A prescription is given for 13; oz 
Selenium Sulfide Jelly (Abbott) and F 
an order for applicators woud at 
both ends. This must be done only 
at night wiping the excess away 
with tissue, for two weeks. The oint. 
ment should not get inside the eye. 
lids, though this will do nec real 
harm. 


TREATMENT OF THE SCALP 


Next Rx for 4 ounces of selenium 
sulfide (Selsun®), the Abbott orod- 
uct for the scalp, this to be re filled 
on request. Selsun will not “:ure” 
the dandruff, only keep it under con- 
trol, and is to be used as p.r.n—in 
some cases q. 5, 6, or 7 days, in oth- 
ers q. 2 or 3 months. The Abbott 
Laboratories! supply gratis to the 
physician pads of printed directions 
for the use of this medication. It is 
again emphasized to the patient that 
carelessness with his scalp will re- 
sult in a resurgence of the lid condi- 
tion and that, whereas the lid condi- 
tion is generally secondary to that of 
the scalp and will disappear in 2 
weeks, the scalp condition will never 
be cured but can be kept under con- 
trol. Finally the patient is told that 
the treatment interferes in no way 
with shampooing, curling or dress- 
ing the hair, or the use of eye shad- 
ow or mascara. 


In 1954, Cohen® formally reported 
the use of selenium sulfide in the 
treatment of marginal blepharitis. 
My experiences parallel his except 
that I find a much greater associa- 
tion between seborrhea of the scalp 
and lids than he does. 


Many more people suffering from 
these afflictions are seen by G.P.’s 
than by ophthalmologists; hence it 
was thought that. this report might 
be helpful if published in a journal 
such as this. 


— 


1. Abbott Laboratories, Brochure on Selst 
2. Cohen, Louis B., Am. J. Ophth., 38: 560. 562, 1954. 
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ORIGINAL ARTICLE 


Present-Day Trends in the Management of 
Co:.gestive Heart Failure 


Digitalization is the basic therapy; 
new diuretic and digitalis methods and their 
toxic manifestations are analyzed 


GEORGE W. PEDIGO, JR., M.D.,* Louisville, Kentucky 


CAUSATION 


Congestive heart failure develops 
as the result of a cardiac output in- 
adequate for the metabolic needs of 
the body.' With this reduction, a 
number of mechanisms promoting 
salt and water retention are acti- 
vated. One of the most important 
mechanisms is a reduction of an al- 
most complete tubular reabsorption 
of sodium which occurs with only 
moderate reduction in the glomer- 
ular filtration rate. Other mecha- 
nisms normally regulating electro- 
lyte and water excretion may affect 
tubular activity. It has been re- 
ported that increased stress of heart 


* Clinical Assistant Professor Medicine, University of 
Louisville School of Medicine, Louisville, Kentucky 
1. Marriott, H. J. L.: Ann. Int. Med. 41: 2, 1954. 
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failure may result in an increase in 
adrenocortical steroid hormones. 
with changes in renal electrolyte ex- 
cretion, and that the kidneys may 
retain cortical steroid hormones in 
congestive failure. An increased 
production of posterior pituitary 
antidiuretic hormone occurs and in- 
creases renal reabsorption of water.* 
This is necessary to restore isotonic- 
ity of the extracellular fluids after 
increased renal sodium reabsorption. 
With impaired hepatic blood flow 
the vasodepressor material of Shorr* 
(VDM) may be liberated and this 
also is reported to have an antidiu- 
retic effect. 


2. Lasche, E., et al.: Am. J. M. Sc. 222-459, 1951. 
3. Dochios, M., & Dreifus, L. S.: Circulation, 2: 409, 


1950. 
4. Baez, S., et al.: Federation Proc. 7:5, 1948. 
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As the result of the salt and water 
retention the plasma volume and 
extracellular fluid volume increases, 
venous pressure increases and ed- 
ema results. 


TREATMENT 


An accurate etiological, anatomi- 
cal, physiological and functional 
‘diagnosis should be made before 

considering the methods of treat- 
ment of congestive heart failure.® 
Thyrotoxicosis, arterio-venous fis- 
tulas, cardiac arrhythmias, constric- 
tive pericarditis, subacute bacterial 
endocarditis, pericardial effusion 
with tamponade, anemia, acute myo- 
cardial infarction, pulmonary em- 
boli, acute rheumatic fever etc. 
should be excluded or included. 
The basic principles in the therapy 
of congestive heart failure are time- 
honored and proven as: rest, digi- 
talis, diuretics, salt balance, water 
regulation, sedation, and removal of 
edema fluid by paracentesis. Ther- 
apy must be individualized. Disturb- 
ances in electrolyte and water bal- 
ance sometimes occur as the result 
of therapy. Digitalis intoxication or 
insufficient digitalization is frequent- 
ly seen with the increased popularity 
of the cardiac glycosides. Modern 
therapy emphasizes the need of re- 
establishing the balance between in- 
take and output of electrolytes and 
-fluids and reducing the dispropor- 
tion between cardiac output and the 
metabolic requirements of the body. 


DIGITALIS 


Digitalis is the most important 
drug in the management of conges- 
tive heart failure. It tends to correct 
the weakness of cardiac contraction, 
lessen dilatation of the heart and 
increase its efficiency. The range be- 
tween the therapeutic dose and the 
toxic dose is so narrow that it is 
sometimes necessary to go to the 





5. Sodeman, Mechanism of Disease, Ww. 


B. "Saunders 
Co., 181-18 
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minor toxic point with digitalis ‘o be 
sure we have the maximum tliera- 
peutic effect. Much of the confi sion 
regarding digitalis therapy exist; be- 
cause of the multitude of avaiable 
preparation. One should maste: the 
use of an oral and a parenteral }j:rep- 
aration rather than resort to < va- 
riety of preparations. 

The glycosides of digitalis, as digi- 
toxin, have gained in popularity in 
the past few years. They produce 
less gastric irritation, and digiteliza- 
tion can be accomplished with one 
dose if desired. Absorption is fairly 
rapid and complete and action is 
prolonged. The digitalizing dose for 
digitoxin ranges from 0.9 mg. to 
4.8 mg.’ The lack of gastrointesti- 
nal irritation and the prolonged ac- 
tion are responsible for the increase 
in cardiac intoxications with the use 
of digitoxin compound.* Conduction 
defects, cardiac arrhythmias and 
even an increase in the signs and 
symptoms of congestive heart failure 
may occur as toxic manifestations to 
digitoxin. Psychosis and visual dis- 
turbances have been reported. An- 
orexia, nausea, vomiting, diarrhea 
and abdominal pain occur, but not 
as frequently as with the use of the 
leaf of digitalis. Digitoxin should not 
be given oftener than every six to 
eight hours. 

Gitalin, according to Batterman et 
al. has a wider therapeutic range 
than any other digitalis glycoside 
and its toxicity is quite low. 

Digoxin is highly favored by many 
clinicians’® and can be given either 
orally, IM or IV. Its action is prompt 
and it is eliminated rapidly. 

Lanatocide C IV is an excellent 
preparation for rapid digitalization, 
and is rapidly excreted. 

The danger of over-digitalization 
is stressed, and that of under-digi- 
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taliz:.tion. Many physicians give dig- 
italis in such small doses that it is 
useless. 


POTA’SIUM AND CALCIUM DEFICIENCIES 

P. assium deficiency from any 
caus — vomiting, diarrhea, intuba- 
tion or vigorous diuresis — predis- 
pose to digitalis intoxication.*" 
Digi lis in toxic doses is capable of 
dep! ting the heart muscle of po- 
tass im.® In such cases the adminis- 
tration of potassium may favorably 
influence digitalis intoxication. Cal- 
ciun. also may influence digitalis 
intoxication.® Calcium has a syner- 
gistic effect with digitalis and the 
use of calcium in an already digital- 
ized patient may be hazardous and 
produce toxic reactions. 


ECG IN TREATMENT 

The importance of the ECG in the 
course of digitalis therapy should be 
stressed. T wave changes and chang- 
es in the S-T segments are to be ex- 
pected and in themselves do not 
mean digitalis intoxication. Conduc- 
tion defects and arrhythmias may be 
recognized best by ECG study. 


DIET 


Initially, a diet with less than 
one gram of salt a day should be 
given the patient with congestive 
failure. As compensation is restored 
the degree of restriction of salt may 
be lessened. Some patients do well 
with as much as 4 to 5 grams of salt 
daily; others have such a low cardiac 
reserve that the sodium restriction 
will have to be continued indefinite- 
ly as low as 200 to 500 mg. 


DIURETICS 


Mercurial diuretics, by depressing 
tubular reabsorption of sodium, 
promptly increases salt and water 
excretion, and so the elimination of 
edema fluid. These agents are us- 
ually essential to the control of 
edema and supplement the manage- 
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ment with digitalis, rest and sodium 
restriction. In case the reaction of 
the patient to mercurials is un- 
known, 1 ce. initially, rather than 2 
cc. should be used. Subsequent dos- 
age depends on the clinical response 
and the renal status. In patients 
with marked edema mercaptomerin 
(Thiomerin® - Wyeth)? subcutane- 
ously in the deltoid area will be rap- 
idly absorbed, and irritation at the 
site of injection will be slight. The 
action of the mercurial diuretics may 
be enhanced by giving ammonium 
chloride. 

The results of oral mercurial 
diuretics may be gratifying in some 
patients but any one of them, taken 
orally, is prone to cause nausea, 
vomiting and abdominal cramps. 
These side effects prevent wide- 
spread adoption of this method of 
therapy. Neohydrin® (Lakeside) has 
been reported to be the most satis- 
factory oral mercurial diuretic 
used.1* 

The use of mercurial diuretics, 
by any route, is not without some 
danger. An occasional patient will 
exhibit sensitivity or idiosyncrasy 
to these drugs. Pruritus, stomatitis, 
skin rashes, and occasional pain and 
induration at the site of injection 
may occur. Marked diuresis may 
cause acute urinary retention in 
males with prostatic enlargement. 

Large volumes of edema fluid may 
carry off so much fixed base, includ- 
ing sodium, potassium and calcium, 
as to seriously disturb electrolyte 
balance. The prognosis and future 
success of therapy will depend on 
the physician having a clear un- 
derstanding of this possibility. 


AMMONIUM CHLORIDE 


The urine after mercurial diure- 
tics usually contains more chloride 
than sodium, the difference between 
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these two being made up of potas- 
sium, or ammonia, or both. This ex- 
cess loss of chloride may produce al- 
kalosis with a reduction in the ser- 
um chloride.” When the plasma 
chloride falls from the normal 100 
mEq. to 85 mEq. or less, tubular re- 
absorption of chloride occurs, diur- 
esis becomes inhibited and the mer- 
curials become ineffective. This con- 
dition is diagnosed by finding a low 
serum chloride and an elevated CO, 
combining power. The condition can 
be corrected by the administration 
of ammonium chloride. If oral ad- 
ministration is not possible, then 
200 cc. or 2% solution of amon- 
ium chloride may be used IV. 


SALT RESTRICTION 


The combination of low-sodium 
diets and mercurial diuretics may 
result in the low-salt or low-sodium 
syndrome. The clinical signs and 
symptoms consist of a lessened urin- 
ary secretion, refractory response to 
diuretics, azotemia, weakness, 
muscle cramps, drowsiness, ano- 
rexia, and occasionally mental con- 
fusion. Mild acidosis is frequently 
associated'® with this syndrome. Re- 
duced serum values for sodium, 
chloride and CO, are found and the 
NPN and blood urea are elevated. 
The body fluids become hypotonic. 
Treatment consists of replacement 
of salt, orally if recognized early 
enough, IV if not, giving 200 cc. of 
5% sodium chloride solution daily 
for 2 to 3 days; fluid intake should 
otherwise be sharply restricted dur- 
ing this therapy since the body fluids 
are hypotonic already. Caution 
should be exercised, however, since 
the use of hypertonic salt solution, 
unless a true low salt syndrome ex- 
ists, precipitates pulmonary conges- 
tion and increased edema. 

Hyperchloremic acidosis may oc- 
cur if ammonium chloride is given 
in too large a dose or too long, es- 
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pecially true when the norma’ ca. 
pacity to excrete a very acid 1 rine 
is impaired.'* These patients heve a 
low CO. combining power of the 
blood plasma, Kussmaul breat ing 
stupor and lassitude, the | lood 
chloride level is elevated and azo. 
temia occurs. Therapy is to omi: the 
ammonium chloride and give sg. 
dium bicarbonate or 1/6 mola: so. 
dium lactate solution IV. 


CATION EXCHANGE RESINS 


During the last few years the ca- 
tion exchange resins have been used 
in cases of congestive heart failure, 
and other edematous conditions. The 
usual dosage of 45 grams each day, 
with meals, eliminates about 2 grams 
of dietary sodium.'? The hydrogen 
and ammonium exchange resins are 
prone to induce acidosis and potas- 
sium depletion, and have largely 
been supplanted by exchange resins 
in the potassium series. Diminished 
renal function generally contraindi- 
cates the use of exchange resins. 
They cannot be relied upon to per- 
mit the free use of salt. Enthusiasm 
for this therapeutic adjunct is wan- 
ing. To the ordinary cardiac patient 
the resins offer little if any advant- 
age.'* 


DIAMOX 


Diamox® (Lederle) a_ carbonic 
anhydrase inhibitor, may be used 
orally as a diuretic. It has low toxic- 
ity and causes a copious diuresis of 
sodium, potassium, bicarbonate and 
water.’® Acidosis may result with its 
use as well as potassium depletion. 


OTHER FACTORS 


Other considerations in the man- 
agement of congestive heart failure 
which will be mentioned briefly are: 

1. Many patients with congestive 
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hear‘ failure have frequent pulmon- 
ary .farcts which are overlooked 
or n sdiagnosed. These are due to 
the « »wing of blood flow, the hemo- 
conc: stration, and increased blood 
visc: ity in patients being treated 
for ongestive heart failure. The 
use ° anticoagulants in many such 
case. should be considered. 

2. Blumgart and Jaffee?’ have 
pro; »sed the use of radio-active io- 
dine ‘o lower the metabolic rate and 
to r duce the body requirements for 
bloc! in patients with intractable 
hea: failure. Their patients had nor- 
mal hyroid function and were made 
hyp thyroid to cut down the metab- 
olic oad on the heart. Improvement 
has »een reported in many such pa- 
tien.s treated. 

3. Surgical intervention in the 
treatment of certain types of heart 
disease has been a distinct recent 
trend. Examples of this would be 
the surgical success in many types 
of congenital heart disease, com- 


20. Jaltee, H. L.: Ann. West. Med. & Surg. 5:41, 1951. 


The Pessary Still Useful 


The present unpopularity of pes- 
sary treatment is not due altogether 
to the safety and efficacy of surgery 
for uterine displacement, but is due, 
in large measure, to the realization 
that neither surgery nor pessary 
treatment is necessary in the great 
majority of retro-displacements. 

In the case of early pregnancy in 
a markedly retrodisplaced uterus, 
knee-chest exercises may be help- 
ful in maintaining the uterus in an- 
terior position until, at about the 
third month, the fundus rises above 
the pelvic brim. A pessary during 
this period may also be _ helpful, 
though one may see occasional cases 
in which gentle elevation of the 
pregnant fundus into anterior posi- 
tion may be all that is necessary. 

Another use for pessaries is in the 
palliative therapy of the nice old la- 
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missurotomy for advanced mitral 
stenosis, repair of coarctation of the 
aorta, removal of a constrictive peri- 
cardium and repair of A-V fistulae. 
These procedures have all been well 
established arid have added a great 
deal to our therapy and to the prog- 
nosis of patients with congestive 
heart failure. 


4. The use of ACTH for the edema 
of intractable heart failure has been 
suggested by Schem,”! who reports 
a diuresis of sodium and water start- 
ing on the 3rd to 6th day of admin- 
istration of ACTH. In those cases 
that showed no diuresis while on 
ACTH an altered response to mer- 
curial diuretics developed when 
ACTH was stopped. This should not 
lead to a promiscuous or injudicious 
use of ACTH in congestive heart 
failure; its use should await fur- 
ther observations and reports; how- 
ever, it is an interesting observation 
and may be significant. 


21. Schemm, F. R., et al.: Circulation, 1:3, 1954. 


dies with complete uterine prolapse 
of many years standing, many of 
whom have become pessary addicts. 
These women would much rather 
keep on with their pessaries than to 
undergo any surgical procedure. 
They seem to enjoy their periodic 
visits to the doctor’s office. 

The vaginal pessary may be em- 
ployed as a therapeutic test in pa- 
tients with severe backache, and 
who happen to have a marked dis- 
placement which may, or may not, 
be an etiologic factor. The only va- 
rieties which are likely to be need- 
ed are those of Hodge-Smith type 
in the retrodisplacements and those 
of ring type in the prolapses. But 
every pessary must be individually 
fitted to the individual vagina for 
the individual indication. 


E. Novak, Obst. & Gynec. Surv., June, 1954. 
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ORIGINAL ARTICLE 


Medical Care During Pregnancy 


The prevention of complications is given prime 
importance; control of the unavoidable complications 
and attention to the minor problems is stressed: 


D. FRANK KALTREIDER, M.D., Baltimore, Maryland 


ANTENATAL CARE 


The most important aspect of ante- 
natal care as now practiced by ob- 
stetricians is that of preventive med- 
icine. Since the establishment of the 
first antenatal clinic at the Boston 
Lying-In Hospital in May of 1911, 
the development of the various as- 
pects of antenatal care has played a 
major part in the reduction of the 
incidence of some complications of 
pregnancy and has reduced prenatal 
as well as maternal mortality. 

What routines should be estab- 
lished during antenatal care? The 
importance of the history and physi- 
cal examination no one can deny. 
It may be well to dwell on the im- 
portance of the frequently neglected 
pelvic examination. Examination of 
a pregnant woman must include vis- 
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ualization of the vaginal canal and 
cervix, palpation of the soft parts 
of the generative tract, and some 
clinical impression as to the capacity 
of the bony pelvic canal. At any 
time during pregnancy that bleeding 
occurs, the visualization of the cer- 
vix should be repeated. Such patho- 
logical conditions as polyp, erosion 
and the occasional carcinoma may 
have been missed on the first exam- 
ination. All bleeding during preg- 
nancy does not come from the ute- 
rine cavity. 


A base line of hemoglobin and 
hematocrit should be made at the 
first office visit. Other blood tests 
at this time are the serum test for 
syphilis, the Rh factor, and the blood 
type; results of the last two on any 
woman should always be available, 
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so that if emergency blood transfu- 
sions are needed at any time during 
her life, the proper type of blood, 
particularly with regard to the Rh 
factor, is given. We are still seeing 
an occasional error in that an Rh 
negative woman has received Rh 
positive blood as a semi-emergency 
procedure. 


ROUTINE X-RAY EXAMINATION DISCOV- 
ERS MANY CASES OF UNSUSPECTED TB 


If a chest x-ray examination has 
been made within a _ reasonable 
length of time prior to the first visit 
it need not be repeated. By taking 
chest x-rays routinely we have 
found more cases of unsuspected and 
minimal tuberculosis than of placen- 
ta previa, transverse presentations 
and many other complications of 
pregnancy which have received a 
great deal of attention in the litera- 
ture. 


GENERAL INSTRUCTION 


At this visit general instructions 
are given as to hygiene, diet, exer- 


cise, and behavior. Some minimal in-: 
structions on the general physiology 
of pregnancy and labor should be 
made available for the patient so as 
to emphasize the general benignity 
of pregnancy, if care is taken during 
its course. 

How frequent should subsequent 
visits be? Up to the 28th week they 
should be every 3 to 4 weeks; be- 
tween the 28th and 32nd week, ev- 
ery 3 weeks; between the 32nd and 
36th weeks, every 2 weeks, and 
weekly from that point on until the 
onset of labor. During these visits, 
in addition to the usual weight, 
blood pressure and urine recordings, 
many of us find advantages in exam- 
ination of the abdomen with re- 
cordings of height and fundus, pre- 
sentation, location of fetal heart, and 
some idea as to the growth of this 
pregnancy. The diagnosis of such 
abnormalities as missed abortion, 
hydatid mole, twins and the like, 


are made much earlier, if this pro. 
cedure is followed. Patients with 
heart disease, diabetes and «ther 
disease conditions should be seen 
much more frequently. 


DETERMINE PELVIC CAPACITY BY X-R iY 


Many of us do not have much ‘aith 
in the pelvic cavity measuren ents 
by vaginal examination; therefore 
we obtain routine x-ray pelvin etry 
on all primigravidae, and on mullti- 
gravidae who have a poor obstetrical 
history. 


BETTER INCOME, BETTER DIET, BETTER 
OBSTETRICS 


This nation has been fortunaie in 
the past 15 years or more, in that 
the lesser privileged of our popula- 
tion have improved their financial 
status. With this improvement of 
finances diet has also improved. 
Most persons who have access to a 
good diet, eat one. Emphasis on the 
importance of adequate protein, 
mineral and vitamin content should 
be made, and the reasons given. The 
better the nutrition of the maternal 
organism the less risk there is of 
complications of a medical and sur- 
gical nature throughout pregnancy 
and probably less risk of obstetrical 
complications, such as postpartum 
hemorrhage and puerperal infection. 
For the woman of average size, un- 
dernourishment has more far-reach- 
ing effects on the pregnancy than 
does overnourishment. This does not 
hold true for the obese woman. I 
do not mean to imply that excess 
weight gain is to be desired. It is 
not. The importance of high protein, 
vitamin, and mineral intake in the 
outcome of the pregnancy both an 
the maternal and fetal organism is 
merely being emphasized. 


ATTENTION TO "MINOR" MATTERS 
WORTH OUR WHILE 


In each of these visits it is im- 
portant to be concerned with the 
patient’s minor complications. We 
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know that these aberrations are 
minor. but they become a major 
problem for many pregnant patients. 
Iam thinking of such things as back- 
ache, lower abdominal pain, consti- 
pation. increased vaginal discharge, 
tingling and numbness of extremi- 
ties or many other problems of min- 
or import. It is not fair to the pa- 
tient to brush these problems aside 
as unimportant. Explain to her how 
and why the symptom occurs and 
make her understand that it will 
not affect the course of her preg- 
nancy. Without adequate explana- 
tion complete confidence will not be 
established. This rapport will to 
some extent increase the patient’s 
tolerance of these various minor 
complaints, and even more impor- 
tant, she will approach labor with 
more equanimity. 


PREVENTION OF ECLAMPSIA POSSIBLE 
IN NEARLY EVERY CASE 


The simple institution of frequent 
antenatal visits with accompanying 
recordings of blood pressures has 
gone far in the prevention of eclamp- 
sia. Recognizing the early signs of 
pregnancy toxemia, such as rapid 
weight gain, edema and slight ele- 
vation of blood pressure, accompa- 
nied by early measures to prolong 
the stage of onset of disease has 
done much to prevent the convulsive 
phase of this major cause of mater- 
nal death. 


Similarly in a chronic hyperten- 
sive patient the same routine of an- 
tenatal care, with restriction of salt 
intake and other regulation of diet, 
increased bed rest, mild sedation and 
frequent examinations, has either 
prevented or delayed the develop- 
ment of toxemia. This control may 
prevent cerebral vascular accidents 
and possibly some premature sep- 
arations of the placenta. 


WHO IS RESPONSIBLE 
FOR THE FAILURES? 


Not all patients with this syn- 
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drome have been successfully man- 
aged either due to lack of patient 
interest or lack of physician interest. 
As an example: A multigravida, 
known hypertensive with cardiac in- 
volvement, reported to her physician 
for prenatal care at the 24th week. 
Her blood pressure was 180/120 and 
the urine contained albumin. Pa- 
tient was placed on a low-salt diet 
and told to return in three weeks. 
She reported at six weeks and her 
condition had worsened; she was 
given another appointment which 
she failed to keep until another six 
weeks had passed. Advised to enter 
the hospital. Refused. Allowed to 
return to her home and not seen for 
four weeks, when her husband 
called and stated patient was having 
convulsions. Admitted to the hos- 
pital but consultation was not re- 
quested until six hours after admis- 
sion. Active and proper treatment 
now given. Too late. Patient died 20 
hours after arriving at hospital. 


It should be evident that this pa- 
tient did not receive adequate care. 
Was this the patient’s or the phy- 
sician’s responsibility? It is our opin- 
ion that the major responsibility lay 
with the physician. First, early hos- 
pitalization with the first antenatal 
visit should have been carried out 
in order to evaluate the patient’s 
hypertensive disease and cardiac in- 
volvement. Second, since most pa- 
tients are interested in their own 
welfare it may be assumed that if 
the seriousness of this patient’s com- 
plications had been explained to her, 
her cooperation to the fullest extent 
would have been effected. We fre- 
quently fail in our relationship with 
patients in explaining sufficiently 
the importance to them of our rec- 
ommended regimens. It is our duty 
to make sure she does understand; 
if she does, recommendations will 
be followed precisely. Third, even 
if this could not have been obtained, 
it is still the physician’s responsi- 
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bility to follow up, if necessary, with 
a home visit to determine the pa- 
tient’s status. This will emphasize 
to her the seriousness and import 
that this medical complication has 
on the pregnancy, both to herself 
and to her unborn child. 

This discussion cannot possibly be 
concerned with many of the medical 
and surgical complications that oc- 
cur in many pregnant women. All 
of the abnormalities that occur in 
medicine can occur to a pregnant 
woman. The search for these is man- 
datory and their management gen- 
erally is the same as if the preg- 
nancy were not associated. Only 
more detail in the care is necessary. 


Cardiac Aphorisms 


Allergy is as common in cardiac as 
in non-cardiac patients. One must be 
careful not to label as “cardiac as- 
thma” instances of bronchial asthma 
in patients with cardiac disease. 

Conditions such as anemia, thyro- 
toxicosis and pleural effusion will 
keep cardiac failure refractory un- 
less specifically treated. 

Stenosis of the aortic valve can 
give strange and unexpected find- 
ings on auscultation. The murmur 
may be heard almost entirely at the 
apex; but when there is an associat- 
ed thrill, this is usually in the aortic 
area. 

Patients with chronic rheumatic 
heart disease can have severe mitral 
stenosis, yet the examiners do not 
hear the diastolic murmur. 

Active rheumatic fever is rather 
common in a patient dying after 
repeated episodes of congestive fail- 
ure due to any cause. 

In subacute bacterial endocarditis 
a history of preceding respiratory in- 
fection is even more common than 
a history of tooth extraction. 

Cases of proved bacterial endocar- 
ditis have been encountered in 
which repeated blood cultures have 


706 CLUxtCAS 









Heart disease is an outstanding ex. 
ample of this. Diabetes is another, 
Either of these would require too 
long a dissertation to consider trem 
in this discussion. 

The major function of antenatal 
care is prevention of and/or contro] 
of as many obstetrical, medical and 
surgical problems as possible: to 
keep and to maintain or to bring 
up to standard the general health 
and hygiene of the pregnant woman; 
to establish rapport and confidence 
between the physician and the pa- 
tient; and, finally to be on the alert 
for any medical, surgical or obstet- 
rical complications that may befall 
the gravid female and her fetus. 


failed to reveal any organisms. 

Low-grade fever throughout the 
period of treatment is seen in many 
patients with subacute bacterial en- 
docarditis who have been success- 
fully treated with penicillin. On dis- 
continuing the penicillin the fever 
disappears. 

Auricular fibrillation and bacterial 
endocarditis in the same patient is 
not common. 

With a non-fibrillating heart we 
need to consider seriously only two 
types of heart disease as causes for 
multiple emboli: myocardial infarc- 
tion and subacute bacterial endocar- 
ditis. 

The absence of pulsation in the 
heart, with clear lung fields, is diag- 
nostic of pericardial effusion. 

Neither relative youth nor ab- 
sence of hypertension excludes the 
possibility of dissecting aneurysm. 

The cause of sudden death is apt 
to be: acute coronary occlusion, rup- 
ture of a myocardial infarct, massive 
pulmonary embolism, ruptured dis- 
secting aneurysm, cardiac arrhy- 
thmia resulting in cardiac standstill, 
and aortic stenosis. 


J. G. Weiner, Pennsylvania M. J., 57:826, 1954 
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ORIGINAL ARTICLE 


Functional Problems of Gynecology 


A comprehensive discussion of the problems 
of menstruation, with particular emphasis on minor 
and practical psychiatric relationships 


EDMUND R. NOVAK 


Any doctor who has.female pa- 
tients must have a certain knowl- 
edge of practical psychiatry. Con- 
sider the frequency with which mar- 
ried but sterile couples go on to 
conceive when a child is adopted. 
We may perhaps conclude that ful- 
fillment of their desires and a cessa- 
tion of “trying too hard” may lead 
to a discontinuation of some type 
of cervical, tubal, or other spasm 
that has acted as a barrier to preg- 
nancy. I have frequently observed 
women to have a profound altera- 
tion of their menstrual pattern 
towards either an excess, decrease, 
or absence under the impact of 
some kind of emotional trauma. 
While in the Navy in World War 
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II, I had occasion to care for a num- 
ber of Waves, who could not have 
been a nicer group of girls. Howev- 
er, some would now and then have 
relationships with a “boy friend” 
and as the time for their next per- 
iod approached, they would begin 
to wonder and worry. Sometimes 
their period would not appear on 
time, and they would really worry, 
often appearing at the dispensary 
semi-hysterical and two or three 
weeks overdue. On occasion it would 
be possible to point out that inter- 
course (if single) had occurred at 
a stage of the cycle where pregnancy 
would be impossible. In other in- 
stances, a negative pregnancy test 
would be obtained, but in either 
case, bleeding would often ensue 
within hours of the information. 
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Many similar cases could be cited 
by most gynecologists. 

One can hardly overestimate the 
profound relationship between the 
higher centers and genital function. 
At the same time we see stable 
women with no apparent psycholog- 
ical stigmata who have no overt an- 
atomical disorder but present prob- 
lems of bleeding, cramps, etc. It 
would be unfair to assume that 
these “functional problems” are 
purely neurotic in origin merely be- 
cause we can detect no physical dis- 
ability. These disorders are common, 
and represent a real cause of lost 
work days and discomfort. 


FUNCTIONAL BLEEDING 


Among the more important of 
these disorders is functional bleed- 
ing, which we may define as ab- 
normal bleeding occuring with no 
organic disease of the uterus as a 
causative factor, although no defin- 
ition can be specific yet all-inclu- 
sive. 

It is probable that most females 
ovulate infrequently around the two 
extremes of menstrual life, the men- 
arche and the menopause, and this 
is often reflected by abnormal bleed- 
ing. There is no corpus luteum and 
no progesterone so that the endome- 
trium is exposed only to increased 
amounts of estrogen. It is important 
to emphasize the fact that while the 
level of estrogen is high, bleeding 
does not occur, but will begin if 
the circulating estrogen decreases. In 
classic form this type of anovulatory 
bleeding is reflected pathologically 
by hyperplasia of the endometrium, 
a very definite entity, which is not, 
however, a clinical term. Although 
not the only, it is the most common 
type of functional bleeding, which 
may occur, however, from any type 
of endometrium. Menorrhagia, me- 
trorrhagia, or any combination may 
result. 


Clinically functional bleeding is 
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a diagnosis of exclusion, and a thor- 
ough pelvic examination should be 
made, with speculum inspection. fol. 
lowed by curettage and biopsy. In. 
cidentally curettage with thorough 
search for a possible polyp is per- 
haps the best therapeutic agent 
available; but if bleeding continues, 
additional treatment must be con- 
sidered with individual emphasis on 
age and procreative desires. Where 
bleeding is refractory to repeated 
curettage and other therapy, the 
woman is probably best treated by 
abdominal or vaginal hysterectomy 
if she is less than 40 and has had 
her family; or some type of irradia- 
tion if in the immediately premeno- 
pausal or bad medical risk category. 


The difficult patients, and those 
in whom hormone therapy enjoys 
its widest usage are the young wom- 
en, many just married and anxious 
for children. Following diagnostic 
curettage, a failure to respond man- 
dates endocrines with the realiza- 
tion that these are purely substitu- 
tional, and a means of marking time 
with the hope that spontaneous re- 
adjustment may occur, as it so often 
does. Unfortunately, there is no en- 
docrine agent available today that 
will initiate ovulation, and the best 
that one can do is to provide hor- 
monal hemostastasis with a prayer 
that Mother Nature will ultimately 
effect a cure. Any plan of endocrine 
therapy should be short-lived, with 
frequent pauses to discover if self- 
adjustment has been achieved. 


ESTROGEN THERAPY 


Of all the hormones, estrogens us- 
ually are effective, least expensive, 
and warrant the first choice in any 
treatment of functional bleeding. 
Anovulatory hemorrhage occurs on- 
ly when the blood -estrogen level is 
lowered. Estrogen therapy, general- 
ly oral, with stilbesterol the prefer- 
red initial drug by virtue of its low 
cost, can restore an adequate blood 
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level and maintain the endometrium 
so that bleeding will stop several 
days after inception of treatment. 
(For any severe hemorrhage, IV 
estrogens are available.) Estrogens 
may be given for 25 days, then stop- 
ped, and bleeding will begin a few 
days later. The hormone may then 
be resumed, and this replacement 
therapy may be continued in simi- 
lar ‘ashion for several months, but 
therapy should be interrupted re- 
peatedly to ascertain if normal mens- 
es may have been re-established. 


PROGESTERONE 


Progesterone, normally secreted 
by the corpus luteum, may also be 
a valuable drug, by itself or in con- 
junction with estrogen, the so-called 
cyclic therapy. It is perhaps most 
physiological in that an endometrial 
pattern similar to a normal ovula- 
tory cycle may be produced. This 
of course is only substitutional and 
in no way implies that ovulation has 
occured. Progesterone alone is prob- 
ably effective, and there are some 
who feel that a monthly injection of 
25-50 mg. suffices. Since there is 
no definite evidence that it induces 
ovulation and since estrogen is 
cheaper and equally effective, pro- 
gesterone is used only infrequently 
by most gynecologists. 


Androgens are effectively hemo- 
static, but expensive and potentially 
a source of troublesome virilizing 
features if a patient’s tolerance is low 
or dosage high. Time barely permits 
an adequate discussion of these, or 
of such other therapeutic agents as 
the pituitary gonadotrophins, vita- 
min K, thyroid, toluidine blue, cor- 
tisone, ergot, or small dosage of ir- 
radiation. None of these is complete- 
ly established clinically, although 
each has its individual champions. 
The problem of functional bleeding 
is still controversial, often discour- 
aging, and may require considerable 
individualization. Refractory cases 
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should be studied for a blood dys- 
crasia, but a cardinal rule is ade- 
quate examination with biopsy and 
curettage even if pelvic findings are 
normal. 


AMENORRHEA AND OLIGOMENORRHEA 


These menstrual abnormalities are 
frequently variants of a similar basic 
pattern and, with certain obvious 
exceptions, may be discussed to- 
gether. It is customary to consider 
decreased or absent menstruation as 
primary, or secondary to a previous- 
ly normal pattern. 


Where there is primary amenor- 
rhea, it is of importance to exclude 
such anatomic defects as congenital 
absence of the vagina or uterus, or 
an imperforate hymen. This is gen- 
erally not difficult, but it is not al- 
Ways as easy to make a diagnosis of 
something like ovarian agenesis 
(Turner’s syndrome). In this rath- 
er unusual condition the ovary is 
represented merely by a fibrous mat- 
rix with complete absence of follicles 
so that there is no estrogen (or cor- 
pus luteum) elaborated to produce 
the usual effect on the endometrium 
and other end organs. 

When secondary amenorrhea oc- 
curs, the two obvious causes to rule 
out are: 1. pregnancy; 2. the meno- 
pause. Pregnancy is not a diagnostic 
problem in most instances, but it is 
often more difficult to be certain 
that spontaneous amenorrhea in the 
3rd or 4th decade is a premature, 
but true, menopause rather than a 
temporary amenorrhea of psycho- 
genic or other causation. The fre- 
quent occurrence of true vasomotor 
flashes, flushes, and sweats will of- 
ten point to an increased FSH lev- 
el, secondary to a decreased or ab- 
sent ovarian function seen in the 
menopause. Where these symptoms 
are not apparent, the level of these 
eonadctrophins can be assayed. 


Many diverse systemic diseases 
can produce menstrual decrease or 
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absence. Tuberculosis, pulmonary as 
well as pelvic, anemias, and various 
dietary and vitamin deficiencies are 
often etiological agents. Obesity is a 
frequent concomitant, and a common 
finding is that weight loss alone may 
be followed by a reversion to a nor- 
mal menstrual pattern. 


Any disease process of the other 
endocrine glands is not uncommonly 
followed by a disturbed menstrual 
pattern. Pituitary tumors or necros- 
is may cause hypofunction and such 
pictures as Simmond’s disease or 
Sheehan’s syndrome. Thyroid dis- 
ease or diabetes is frequently asso- 
ciated with oligo- or amenorrhea. 
Adrenal hypofunction (Addison’s 
disease) , and adrenal cortical hyper- 
plasia or tumor, may lead to dimin- 
ished or absent menses. Adrenal hy- 
peractivity may in addition be asso- 
ciated with various virilizing factors, 
so that it may be difficult to disting- 
uish from a masculinizing arrheno- 
blastoma of the ovary. 


AMENORRHEA 


In cases of amenorrhea adequate 
history and physical examination 
form only a starting point. Appro- 
priate blood counts, x-rays of the 
chest and sella turcica, blood sugar 
and cholesterol, and basal metabolic 
studies are generally necessary, and 
on occasion dilatation and curettage 
will be helpful. Investigation of 17- 
Ketosteroids and FSH must be car- 
ried out in some cases. 


The treatment of oligo- amenor- 
rhea is often unsatisfactory, but it 
should start with assurance to the 
woman that the absence of bleed- 
ing is in no way incompatible with 
good general health and an explana- 
tion that abbreviated or infrequent 
menses may be compatible with ade- 
quate fertility. An adequate dietary 
regimen with thyroid, is utilized in 
obese individuals, and is often at- 
tended by satisfying results. On oc- 
casion, it seems worth utilizing com- 
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bined estrogen and progesterone 
which usually causes bleeding. and 
though this is purely substitutional 
in nature, it may be followed later 
by a reversion to a normal paitern, 
Actually this “cyclic therapy’ has 
no advantage over estrogen : lone. 
but seems more physiologic ir. this 
group of women. Cortisone appear; 
of value in patients with a high 17. 
Ketosteroid, but gonadotrophins 
have been disappointing. In any 
treatment of women with oligo- 
amenorrhea, one must be cognizant 
of the frequent lack of success. It is 
important to mention that, although 
most girls have their menarche 
around 12 years of age, others equal- 
ly healthy do not begin until 15 or 
16. For this reason, it is probably 
unwise to attempt any formal ther- 
apeutic measures much before this 
age. 


It is necessary in any discussion 
of this group to re-emphasize that 
any kind of mental trauma, tension, 
or emotional disorder is frequently 
attended by a change in the mep- 
strual pattern. Any environmental 
disorder, climactic, dietary, etc. may 
likewise be a factor so that it should 
be evident that in exceptional cases 
the gynecologist must enlist the as- 
sistance of both psychiatrist and in- 
ternist. 


THE MENOPAUSE 


Any medical man’s compreher- 
sion may be improved if he will re- 
gard this era of every woman’s life, 
not as a disease process, but as a 
simple readjustment to ovarian fai- 
lure. Once a woman has achieved 
her 40th birthday, every subsequent 
ache, pain, or ailment from athlete's 
foot to simple dandruff is apt to be 
construed as menopausal in origin. 
In simple terms, one should consid- 
er the ovary as having a certain 
physiological life span measured by 
its primordial follicles, inherent 
from fetal life and not replaced in 
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later years. Somewhere around the 
age of 45 or 50 follicle activity be- 
comes gradually less regular and 
perfect, with anovulation a frequent 
sequel, and resultant anovulatory 
bleecing. Irregular bleeding must al- 
ways be investigated, but will fre- 
quently prove to be functional or 
“change of life” (so-called) bleed- 
ing. Continuing impairment of ovar- 
ian ‘unction will lead to decreased 
estrogen secretion, and a resultant 
increase in the pituitary gonadotro- 
phirs due to the reciprocal ovarian- 
pituitary relationship. 


ENDOCRINE THERAPY 


This increase in pituitary secre- 
tion gives rise to the only character- 
istic menopausal symptoms — the 
vasomotor flashes, flushes, and 
sweats. These are the only symptoms 
warranting therapy, and are accom- 
panied by such evidences of declin- 
ing ovarian activity as decreased or 
scanty periods. As long as a woman 
is having regular monthly periods 
she is manufacturing enough estro- 
gen, and hormone therapy is not in- 
dicated. This basic tenet is often 
overlooked, the menopause being in- 
dicated for vertigo, fatigue, insom- 
nia, nervousness, etc., despite the oc- 
currence of normal menses. It is 
simpler to incriminate the meno- 
pause and begin hormone therapy, 
rather than take the time to point 
out the probable causative nature 
of financial or home worries, the 
draft, child-rearing, etc. 


Yet the only criteria for treat- 
ment of the menopause should be the 
vasomotor flashes, flushes, and 
sweats, as well as senile vaginitis, a 
specific entity which will be men- 
tioned later. Even these symptoms 
are apt to be transitory, self-limited, 
so they require treatment only if 
they are severe and distressing. If 
possible, hormone therapy should be 
withheld while a trial is made of 
simple sedatives and antispasmodics. 
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On occasion, however, a doctor sees 
women with extreme flushes and 
sweats necessitating bed-changing 
with much sleep loss and secondary 
fatigue, irritability, and nervousness 
—none of which should be construed 
as primarily menopausal in origin. 
In such women, fortunately a min- 
ority, it would be unfair to omit the 
endocrine therapy that will alleviate 
symptoms until hormonal balance is 
achieved. 


Organotherapy should be preced- 
ed by an assurance that: 1. Meno- 
pausal symptoms are transitory and 
even if no treatment were given, 
self adjustment would occur; 2. 
Hormone therapy will tend to post- 
pone and prolong the inevitable re- 
adjustment that every woman must 
make to ovarian failure; 3. Therapy 
should be of the smallest amount 
and over the shortest period of 
time necessary for comfort, with 
every attempt to wean oneself 
away from the hormone; 4. Above 
all, the menopause has no dire se- 
quelae as insanity, cancer, loss of 
libido, etc. For a properly selected 
patient there is no contraindication 
to endocrine therapy if these dicta 
are adhered to. Treatment should 
always be oral. Oral estrogen in 
small and decreasing dosages rep- 
resents the treatment of choice for 
most; certain patients with quiescent 
endometriosis, myomata, and uter- 
ine cancer are probably best treat- 
ed by androgens. A combination of 
estrogen and androgen hormones 
has many advocates, and it would 
seem beyond reproach. 


IRREGULAR BLEEDING 


Just as any androgenic substance 
may be potentially virilizing, so es- 
trogens may cause bleeding. For 
this reason many gynecologists feel 
more free to utilize estrogens in the 
menopausal post-hysterectomy wom- 
an. In the case of the average wom- 
an who is receiving estrogen thera- 
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A NEW 


PRODUCT OF SEARLE RESEARCH 


ICTINE’ 


RUCTURE 

fictine, brand of aminometra- 
ide, is 1-allyl-3-ethyl-6-amino- 
etrahydropyrimidinedione. 
ictine--result of years of re- 
arch—-is not a mercurial, xan- 
ine or sulfonamide agent. 


CTION AND EFFECTIVENESS 
ictine inhibits reabsorption of 
pdium ions by the renal tubule. 
therapeutic dosage it has not 
pused any effect on glomerular 
tration rate, renal plasma flow, 
ardiac output, heart rate or blood 
ressure. 
Approximately 70 per cent of 


selected patients respond to 
ictine. 


ELL-TOLERATED 


ictine is without known toxic 
ects. It has not produced any 
teration in the blood or blood- 
brming organs or any adverse ef- 
cts in renal or hepatic function. 
t times headache or gastroin- 
stinal symptoms (anorexia or 
ausea but rarely vomiting or 
larrhea) have occurred; however, 
hese effects may be reduced to a 
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minimum by giving Mictine on an 
interrupted dosage schedule. 


ADMINISTRATION 


Mictine is useful primarily in the 
maintenance of an edema-free 
state and in the initial and contin- 
uing control of patients in mild 
congestive failure. In such pa- 
tients, dosage is one to four tab- 
lets daily with meals, in divided 
doses on an interrupted schedule. 
An interrupted dosage schedule 
may be accomplished by giving 
the drug on alternate days; or by 
its administration for three con- 
secutive days and its omission for 
four consecutive days. 

Mictine also may be used for 
initial diuresis in more severe con- 
gestive states, particularly when 
mercurial diuretics are contrain- 
dicated. In these more severe con- 
gestive states, dosage is four to 
six tablets daily with meals, in 
divided doses on an interrupted 
schedule similar to those men- 
tioned above. 


SUPPLIED 


Bottles of 100 uncoated tablets of 
200 mg. each. 


*Trademark of G. D. Searle & Co. 
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py for menopausal symptoms, one 
may presume that irregular bleeding 
is due to exogenous hormone; but, 
just as in functional bleeding, ade- 
quate investigation should never be 
omitted. A word of caution as to 
senile atrophic vaginitis, a common 
cause of vaginal staining. This will 
cease rather promptly following the 
usage of stilbesterol suppositories, 
but therapy should not be instituted 
until a more serious concomitant 
cause of bleeding is excluded. A fin- 
al admonition is the possibility that 
estrogen therapy, especially if un- 
duly prolonged, may be a factor in 
the evolution of fundal adenocarci- 
noma. 


DYSMENORRHEA 


Another functional disorder for 
discussion is dysmenorrhea—the co- 
licky pains associated with men- 
struation. Dysmenorrhea may be 
secondary to such organic disorders 
as pelvic inflammatory disease, en- 
dometriosis, myomata; or it may be 
of the primary type and exist in the 
absence of any organic disorder. On- 
ly the last type will be discussed 
here. 

Primary dysmenorrhea is one of 
the most difficult problems that a 
gynecologist must handle. There is 
such great subjective element, and 
pain threshold is such a variable. 
From time immemorial young girls 
have been coddled by their moth- 
ers and withdrawn from school or 
other activities when they “have the 
curse,” “are sick,” “are hit.” The 
notion that they are supposed to feel 
bad is rather suggestive propaganda 
in a suggestible age group, and a 
powerful conditioned reflex may be 
created. Yet any gynecologist sees 
many stoical women who complain 
bitterly of cramps, and it would be 
callous to assume that the func- 
tional is the only etiological fac- 
tor. 


As to the etiology of primary dys- 
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menorrhea our thoughts are raiher 
uncertain. A widely-held view js 
that the cause is an endocrine im- 
balance between estrogen and _ pro- 
gesterone. In vitro experiments show 
that estrogen is a stimulant and pro- 
gesterone a relaxant of the uterine 
musculature. Paradoxically, ‘:ow- 
ever, women who have anovulatory 
menses and are subject only tv es- 
trogen without any relaxing proges- 
terone effect never have dysmenor- 
rhea, and this unopposed observa- 
tion is the keystone in our thera- 
peutic hormonal approach. To con- 
firm impressions as to the painless 
nature of anovulatory cycles, we 
may simply consider the frequent 
young girl’s complaint of, “Doctor, 
for a year or two, I had no cramps, 
but then they started and have re- 
turned every month since.” Among 
primitive tribes where sexual rela- 
tionships are begun at a very early 
age, pregnancy rarely occurs a year 
or two after menstruation, often 
very cyclic and regular. 


Any therapy of menstrual pain 
should be prefaced by a thorough 
history with evaluation of psychic 
factors. If examination reveals nor- 
mal pelvic organs, a_ preliminary 
diagnosis of primary dysmenorrhea 
is justified. Simple explanation that 
most young girls have some cramps 
which generally lessen or cease, es- 
pecially if they marry and become 
pregnant, is essential. The patient 
should be made to realize that the 
simplest treatment to keep her mod- 
erately, if not completely, comfort- 
able is the best. Various analgesics, 
vasodilators, antispasmodics, and 
euphoriants often achieve this with- 
out any added narcotics. 


Should the girl continue to be in- 
capacitated for several days each 
month, the best drug is an estrogen 
in sufficient dosage to inhibit ovu- 
lation. In most cases 0.5 - 1.0 mg. 
stilbesterol will suppress the pitui- 
tary gonadotrophins and subsequent 
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ovulation. This dosage may be giv- 
en for 2 weeks or longer, and con- 
tinued for about 25 days in decreas- 
ing dosage. Several days after dis- 
continuance of the hormone, bleed- 
ing will begin, generally painless, at 
which point another cycle of estro- 
gens may be begun. Since this plan 
features inhibition of ovulation, it 
obviously has no place in the young 
woman desiring children, nor should 
it be continued indefinitely because 
of increased tolerance and refractor- 
iness to the hormone. Progesterone 
and testosterone seem less certain in 
action, although a new and commer- 
cially available endocrine (similar 
to the “relaxin” of pregnancy) seems 
to afford promising results. 


Surgery has a minor role in the 
therapy of dysmenorrhea. Although 
obstruction rarely exists, occasion- 
ally dilatation of the cervix, gives 
relief, which last for 6-8 months. 
Presacral neurectomy is a formid- 
able procedure, rarely indicated in 
primary dysmenorrhea, although al- 
most a routine in the dysmenorrhea 
secondary to endometriosis, pelvic 
inflammatory disease, etc. Presacral 
neurectomy is effective in only about 
70‘. of all cases, and one would hes- 
itate to subject a young woman to 
such a major surgical procedure, 
especially when she will probably go 
on to have children, a much more 
effective therapeutic agent than any 
major surgery. The psychological 
factor should never be lost sight of, 


nor the need for individualization of 
each case. 


PREMENSTRUAL TENSION AND EDEMA 


A frequent accompaniment of dys- 
menorrhea, though often seen with- 
out undue menstrual cramps, is pre- 


menstrual depression, irritability, 
and tension. Rather commonly wom- 
en will also complain of being bloat- 
ed or swollen so that their clothes 
do not fit and their wedding ring 
cannot be worn. Some estimate that 
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50°% of all women experience some 
degree of tension and/or edema. 

While it would appear that in 
many instances there is a strong 
psychic component, it is established 
that in the premenstrual era the fe- 
male has a marked tendency towards 
sodium (and thereby fluid) reten- 
tion. A resultant edema may occur, 
and it would not seem improbable 
that edema of the brain may cause 
the frequent headaches and person- 
ality changes. These latter may be 
severe enough to produce a verit- 
able Dr. Jekyl-Mr. Hyde individual. 
Not infrequently a premenstrual 
weight gain of five to 10 pounds is 
followed by a tremendous menstrual 
diuresis with reversion to normal 
behavior. 


CONCERN ABOUT SANITY 


This author does not pretend to 
comprehend psychiatric gymnastics 
but he is willing to accept a not un- 
common psychiatric component. 

The woman who recognizes her 
own personality aberration may be- 
gin to be concerned about her san- 
ity, and a simple explanation of men- 
strual physiology, fluid retention, 
and resultant behavior may be para- 
mount in providing some insight in- 
to the problem. 

The direct cause of this moliminal 
distress is still uncertain, and vari- 
ous authors describe it as psychotic- 
hypoglycemic in origin, secondary to 
a menstrual toxin, or due to a hor- 
monal imbalance. Majority opinion 
would favor an increased estrogen- 
progesterone ratio. In treatment, 
both testosterone and progesterone 
have been utilized in the two weeks 
preceding menstruation. Much more 
satisfactory would seem to be pre- 
menstrual restriction of salt with 
promotion of diuresis by enteric- 
coated ammonium chloride and such 
proprietary drugs as M Minus Five®, 
Pre-Mens®, etc.. Just as important, 
however, is simple explanation and 
reassurance. 
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CONCLUSION 

Although this necessarily brief re- 
view may convey to some readers 
that these functional problems of 
women are always psychogenic, it 
would be wrong to assume that this 
is the entire answer. It is easy and 
tempting to explain and justify our 
abysmal ignorance of certain medi- 
cal problems by such remarks as 
“It’s all in your head,” or “Just a 
matter of nerves.” It is by no means 
the intent of the author to excuse 
our own medical inadequacies by 
exaggerating the psychiatric overlay. 

On the other hand, no gynecolo- 
gist can deny the frequent associa- 
tion between a woman’s mind and 
her problems. On occasion, this is 


very obvious; in other instances it 
may require much search and prob. 
ing. Every doctor worthy of the 


name must be at least part psychia- } 


trist, and a fundamental understand- 
ing of the workings of this specialty 
is of particular aid in practical ‘her- 
apeutics. In all but the major psy- 
choses, the known and trusted family 
doctor is probably in most advan- 
tageous position to administer min- 
or psychiatric aid, for women are 
often reluctant to be referred to a 
psychiatrist. It takes time to listen 
and talk to some patients, much 
more time than to “give a shot,” but 
the good doctor will find it is time 
well spent for both patient and him- 
self. 


Angina pectoris 
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prevention 


Most efficient of the new long-acting 
nitrates, METAMINE prevents angina at- 
tacks or greatly reduces their number and 
severity. Tolerance and methemoglobi- 
nemia have not been observed with 
METAMINE, nor have the common nitrate 
side effects such as headache or gastric 
irritation. Dose: 1 or 2 tablets after each 
meal and at bedtime. Also: METAMINE 
(2 mg.) with BUTABARBITAL (14 gr.), bot- 
tles of 50. THOS. LEEMING & CO., INC., 
155 EAST 44TH STREET, NEW YORK 17, N.Y. 


unique amino nitrate 


VMetamine 


triethanolamine trinitrate biphosphate, Leeming, tablets 2 mg. 
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Some Things New on Contagious Diseases 


Many contagious diseases can now be 
prevented; others are more successfully and simply 
controlled by antitoxins and antibiotics 


R. C. ELEY, M.D.. Boston, Massachusetts 


“Isolation Institutions” for the 
care of patients will not long con- 
tinue. Yet most hospitals should 
have some facility for the care of 
those patients who are so ill with 
their disease or its complications as 
to require hospitalization—an area 
with adequate facilities that can be 
locked off from the remainder of the 
ward. 

The care of pertussis patients is 
(1) general and (2) specific meas- 
ures, so-called. I rely on the first. 
Constant nursing care, particularly 
so in small infants; O. to relieve 
cyanosis; aspiration and mainten- 
ance at all times of an open airway 
and clear oropharynx; hydration and 
prevention of secondary infection by 
use of appropriate antibiotics. 

Of the so-called “specific meas- 
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ures” none has proven effective; yet, 
in the very young infant and those 
quite ill, rabbit serum and hyper- 
immune gamma globulin offer some 
relief, and I am inclined to use them. 

Chloromycetin® has proved help- 
ful in some cases, 80-100 mg. per kg. 
for 8-10 days, but the overall results 
have not been striking. 

Once diphtheria is suspected anti- 
toxin should be given after sensitiza- 
tion tests. The average tonsillar or 
nasal case will require no more than 
10,000 to 200,000 units IM. In toxic 
patients antitoxin should be given 
both IV and IM—20,000 to 40,000 
units equally divided. If no improve- 
ment after 24 h.—a second dose. 

Penicillin, 300,000 to 400,000 units 
q. 3 h. is sufficient as an antibiotic 
agent. It does not replace antitoxin; 
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each has its separate purpose. 

Laryngeal diphtheria with ob- 
structive breathing is not to be cared 
for in the home. 


GAMMA GLOBULIN PROTECTION 


Prevention of measles should be 
attempted in premature and new- 
born infants of mothers who have 
not had the disease; in the control 
of hospital or other institutional out- 
breaks: in infants and children al- 
ready ill with some other infection 
(acute or chronic), and in debili- 
tated patients. Gamma globulin pro- 
tection lasts 4 to 6 weeks; subse- 
quent exposures will necessitate the 
IM injection of another protective 
dose. 

When children in good health are 
exposed, modification is desirable. 
The gamma fraction dose is 0.02 cc. 
per lb. of body weight, within 6 
days of exposure. Modified measles 
gives permanent immunity. 

Gamma globulin prepared from 
the blood of convalescent mumps 
patients will reduce the incidence 
of orchitis from the usual 25 to 8%. 
The skin test for susceptibility is of 
value in those exposed. 

The latest study relative to the 
prevention of German measles indi- 
cated that “neither ordinary nor 
convalescent gamma globulin has 
proven to be consistently effective 
in the prevention.” The importance 
of a correct diagnosis is evident. If 


available gamma globulin should be 
given, the risk of a defective in:ant 
should be obviated when possible. 

Varicella is so mild that prophy- 
lactic measures are seldom ne:ves- 
sary. Pyribenzamine® or like agents 
may control the local irritation, re- 
duce the scratching and seconcary 
infection. 


ANTITOXINS 


The use of scarlet fever antitoxins 
is a thing of the past. Even in ex- 
tremely toxic cases, convalescent 
serum or gamma globulin in large 
amounts is preferable when accom- 
panied by the administration of pen- 
icillin either orally or by injection. 
Quarantine is reduced to a few days 
or a week, and streptococcal compli- 
cations promptly cured. The dosage: 

(1) Three to 600,000 units procain 
penicillin each day for 7-10 days. 

(2) 200,000 units crystalline G. 
penicillin q. 12 h. for 7-10 days. 

(3) 150,000 units penicillin G. in 
tablet form orally 8 h. for 8-10 days 
is equally effective. 

(4) 200,000 units penicillin G. per 

every 12 h. for 7-10 days. 

It is not necessary to move the 
patient as adequate isolation and 
care can be given at home. Careful 
clinical follow-up is required for 4-6 
weeks for the possible development 
of rheumatic fever or acute glomeru- 
lonephritis. 





West Virginia M. J., 2:43-47, 1955. 


ELIXIR BROMAURATE 


Te 
whooping 
cough 


GIVES EXCELLENT RESULTS 


Cuts short the period of iliness and relieves the distressing spasmodic 
cough. Also valuable in Bronchitis and Bronchial Asthma. In four- 
ounce original bottles. A teaspoonful every 3 to 4 hours. 

GOLD PHARMACAL Co. NEW YORK CITY 
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CURRENT LITERATURE 


The Effects of Environmental Heat 


The principal clinical features of syndromes 
resulting from exposure to heat and the methods for 
the regulation of heat balance are discussed 


G. O. HORNE, M_.D., Leeds, England 


There is a great deal of misunder- 
standing about the effects of environ- 
mental heat on the human body. The 
occurrence of some syndromes is 
now inexcusable as is the misman- 
agement of any of them when they 
do occur. 

Heat syndromes are associated in 
the mind with the tropics and sub- 
tropics and with heatwaves in tem- 
perate climates; they are also en- 
countered in deep mines, and in steel 
milis and boiler rooms. 

Brain cells cannot survive long 
when the blood temperature is much 
above 106°F. 

The body has a remarkable power 
of adapting itself to heat and thus 
allowing existence and even healthy 
activity in hot environments. The 
regulation of heat balance is prob- 


CLIneEcas 


ably mainly in centres in the hypo- 
thalmus which operate through the 
autonomic system. 

There is considerable individual 
variation in sweating function, rates 
up to 3 or 4 litres per hour can 
be achieved for short periods. The 
mechanism appears to be fatiguable 
when extremely high rates are 
called for, more so in humid than 
in dry heat. In desert climates men 
frequently lose as much as 8 or 10 
liters of sweat, containing up to 20 
gm. of salt, in 24 hours. Even fully 
acclimatised men working in heat 
never voluntarily drink as much wa- 
ter as they lose in sweat, although 
the deficit may be restored during 
periods of rest; serious hypochlo- 
remia can occur without the sub- 
ject being aware of it. 
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There is no conclusive evidence 
that basal metabolism is greatly alt- 
ered in the process of adaptation to 
heat. Individual tolerance to any 
particular environment can be con- 
siderably increased—acclimatisation 
to heat. 


The optimum response is obtained 
only after prolonged exposure at 
levels below the limit of tolerance, 
or after repeated interrupted ex- 
posures. Acclimatization is quite 
rapidly lost on withdrawal from a 
hot environment. Adequate sleep, so 
essential for general well-being, and 
for the performance of work, may be 
very difficult to obtain under certain 
climatic conditions. 


LOW HUMIDITY 


Hot dry (desert) climate is char- 
acterised by dry bulb +. (up to 


120°F) and high solar radiation, but 
low air humidity. During the day the 
air t. is constantly much higher 
than the body t., and so heat cannot 
be lost by means of convection and 
radiation. Hot winds may consider- 


ably increase the heat stress. Sweat- 
ing alone must therefore remove all 
metabolic as well as accumulated 
environmental heat. Overnight, how- 
ever, when the air t. may be well 
below the body t., heat will be lost 
without recourse to sweating. 


Even when sweating is occurring 
at very high rates the skin will still 
feel dry, since the low humidity and 
high air movement provide evapora- 
tion of sweat as fast as it is secreted. 
This may lead to the false impression 
that active sweating is not occurring. 
Since, even when sheltered from the 
sun, the body has heat transferred 
to it from the atmosphere, suitable 
clothing will reduce heat stress. 

Hot humid (jungle) climate is 
characterized by air t. rarely above 
90, and low solar radiation but high 
air humidity. Characteristic is con- 
stancy of climate and little diurnal 
variation. The night may be even 


720 


CLINICAr 


MEDICINE, 


more unpleasant than the day. The 
sky is often clouded, but the cooling 
effect neutralized by the increised 
humidity. The minimum of clothing 
is indicated for this type of climate. 
Artificial hot environments can be 
similarly analyzed, and may mimic 
one or other of these types of c:im- 
ate. Steel foundries may have a very 
high dry bulb t. and high radiation t. 
with low humidity; stokeholds of 
ships, very high dry and wet bulb 
temps. 


SYNDROMES 


With failure of the heat regulatory 
mechanism, high body t. and syn- 
dromes due to water and salt defic- 
iency will be likely to occur in des- 
ert climates. A slight impairment 
of sweating will be more likely to 
lead to symptoms in a desert climate, 
while inability to sweat at all might 
even be compatible with life in a 
jungle climate. 


Persons suddenly exposed to hot 
environments without opportunity of 
acquiring acclimmitisation will be 
prone to succumb, since their c-v 
and sweating systems cannot make 
the necessary adjustments rapidly 
enough. 


Older people, and especially those 
with c-v. disease, are prone to suc- 
cumb to the effects of heat. Heat 
casualties are more likely under ex- 
ertion, especially if not physically 
fit, if unsuitably clothed, or working 
without shade or in badly ventilated 
premises. Alcoholics are prone to 
heatstroke. 


The principal clinical features of 
the syndromes resulting from ex- 
posure to environmental heat are 
excessively high body t., exhaustion 
and collapse, painful muscle cramps, 
and neurasthenic symptoms, The 
various syndromes will be very 
briefly discussed under these four 
headings. 

“Hyperpyrexia” is body tempera- 
ature above 106°, due solely to air 
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heat. eat stroke should be con- 
fined (0 the syndrone of complete 
anhid»osis delirium or partial or 
comp ‘te loss of consciousness, and 
body usually very high. These two 
tend » merge into each other. These 
two : ndrones may supervene on a 
febri' illness-secondary heat hyper- 
pyre. a and secondary heat stroke. 
Heai “exhaustion”, is sometimes 
seve’ > enough to lead to “collapse,” 
and . 1e former is frequently a fore- 
run: r of the latter. 

Ti - symptoms are due largely to 
inad: yuate circulation of the blood 
and an be precipitated by exertion 
in th » heat. If there is salt deficiency 
and « ehydration, exhaustion and col- 

~ will be more easily precipitated 
«xertion, and may even occur 
..aneously. 


7 SYNCOPE 


1e term heat syncope should be 
reserved for sudden fainting, espec- 


ially after prolonged standing, well 
known in ordinary environments. 
Muscle cramps may occur following 
muscular activity in hot environ- 
ments when there is salt deficiency, 
and especially after fluid has been 
replaced without salt. 


PSYCHOLOGICAL EFFECTS 


Residence in the tropics may have 
profound deleterious psychological 
effects. The stresses of exposure to 
heat, and specific effects, as salt de- 
ficiency and inadequate sweating, 
must be ruled out before symptoms 
are labelled “psychological.” 

Sunburn causes loss of vasomotor 
control over the erythematous areas, 
because these areas do not sweat 
for weeks. 


Prickly heat is followed by vary- 
ing degrees of reduction of sweating 
up to complete anhidrosis. 


Edinburgh M. J. 61, 11:349-366, 1954. 





SEDATIVE - ANTISPASMODIC 


R Valoctin tablets 5 grains, 
each containing | gr. Octin 
mucate and 4 grs. Bromural. 
DOSE: | or 2 tablets at on- 
set of distress. Another tab- 
let after 4 hours if necessary. 


tension and migraine headaches - - spastic dysmenorrhea 
- - spasms of gastro-intestinal and genito-urinary tracts, 


with accompanying nervousness. 


VALOCTIN ® €. Bithuber, inc. 


BILHUBER-KNOLL CORP. orance, New Jersey 
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ULTRASONIC ENERGY IS NOW DAILY EMPLOYED BY 10,000 
PHYSICIANS in office, clinic, private and government hospitals. Hun- 
dreds of thousands of patients have been treated by this newer method. 
In addition, many Medical schools are now teaching ultrasonics. 


Hundreds of papers have been presented and published in Medical 
journals on ultrasonics. They range from the empirical to carefully 
recorded clinical work with controls ... laboratory and animal studies to 
Biophysics. 

Ultrasonic energy has been reported upon extensively by eminent spe- 
cialists, but far more abundantly by busy General Practitioners. These 
reports cover such common disorders, both acute and chronic, as: Bur- 
sitis, Osteo and Hypertrophic Arthritis, non-healing Varicose Ulcers, 
Scar Tissue, Asthma, Herpes Zoster, Low Back pains, Disk Syndrome, 
Joint Trauma, and a host of other conditions. Reports range from 
Podiatry to Dentistry to Ultrasonic Lobotomy. 


The extensive range of ultrasonic energy therapy has so stimulated 
Physicians from every specialty that a special society for the study of 
the subject was formed five years ago, comprising nearly 1,000 regis- 
trants at each annual full day Symposium. The 4th Annual Symposium 
of The American Institute of Ultrasonics will be held at the Statler 
Hotel, Detroit, Michigan, August 27, 1955. All Physicians are invited. 
Whether or not you intend to employ ultrasonic energy in your practice, 
it is well to be up on this dynamic new subject. A large collection of 
Medical reprints is yours for the asking. There is no obligation except 
to yourself to read the reprints. No Birtcher salesman will call unless 
you specifically request. The Birtcher Cor- 


poration has been 
a pioneer in the 
development of 
ultrasonic equip- 
ment in this coun- 
try. The Birtcher 
Megason Ultra- 
sonic, complete 
with Mobile Table, 
Underwater Re- 
flector Set and 
Pistol Grip Handle 
sells for $729.50, 
FOB Los Angeles. 


THE BIRTCHER CORPORATION 
LOS ANGELES 32, CALIFORNIA 


CM 7-55 
Mail Ultrasonic Reprints to: 


Dr. 


Address 


oc. 
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CURRENT LITERATURE 


Asphyxia and Resuscitation of the Newborn 


Aspiration, oxygen and an endotracheal 
intubation are some of the means successfully 
employed to encourage infant survival 


F.C. EMERY, M.D., Bangor, Maine 


There has been little reduction in 
the natal day death rate in 40 years. 
Intrauterine anoxia is the leading 
cause. Providing an airway is the 
first requisite. Gentle aspiration of 
the nares, mouth and pharynx to 
remove any mucus, aminotic fluid 
or blood is often all that is neces- 


sary. 

A 15 to 30° Trendelenburg posi- 
tion aids drainage. In the much de- 
pressed infant aspirate the trachea 
and upper bronchial tree at once. 
If spontaneous respirations are not 
started, do a endotracheal intuba- 
tion. Use gentle friction and passive 
movements after clearing airway. 
Oxygen should be given from an in- 
fant mask and bag to all infants who 
are depressed by insufflation or by 
inhalation. If the infant can remain 
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pink in room air after O., then O, 
can usually be discontinued. Ob- 
serve carefully for several hours. 
Use of CO, is not justified. 

Initiating an inspiratory gasp will 
start expansion of the lungs. 

In the most severe asphyxia cya- 
nosis becomes pallor, muscles are 
flaccid, p. weak, no reflexes. Laryn- 
goscopic or bronchoscopic tracheal 
aspiration should be done by one 
trained in the use of these instru- 
ments. If the infant survives the in- 
itial period of resuscitation, use aer- 
osol mists to free secretions of mu- 
cus and combat traumatic edema of 
the laryngeal tissues. Gastric aspir- 
ation is to be done initially, and 3 
or 4 times in the first few hours. 
Feedings are withheld as long as 
necessary to guard against aspira- 
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tion of vomitus. Fluid is to be giv- 
en for several days by parenteral 
means. 

The use of aerosol mists has been 
a forward step in the aftercare, used 
in incubators or in special humidi- 
fiers producing tiny droplets. Gly- 


Tobacco as a Cause of 
Lung Cancer 


The present study is a review of 
1104 proved lung cancer cases. 
Among 979 males with squamous 
cell cancer, 1.4% were non-smok- 
ers. Among 60 males with adenocar- 
cinoma, 10% were non-smokers. The 
respective figures for 40 and 25 fe- 
male cases were 40 and 84%. 


Among 6307 lung-cancer patients, 
based upon specific and routine in- 
terviews and vary-histologic types 
as reviewed from the literature, 
1.5% were found to be non-smokers. 
Among 6616 “control patients,” who 
were interviewed by the same in- 
vestigators, there were 16.3% non- 
smokers. 


A few occupational exposures are 
considered to be of general impor- 
tance in lung cancer development, 
but these cannot account for the 
general increase in lung cancer—an 
increase which is considered to be 
chiefly due to smoking. 

Extrinsic factors play a more sig- 
nificant role in the production of 
squamous-cell cancer than of glan- 
dular lung cancer. 

Establishing tobacco smoking as a 
cause of lung cancer does not deny 
the etiologic significance of other 
factors. 

Authors conclude that smoking is 
responsible for the great majority of 
these types of lung cancer. 

Authors believe that specific car- 
cinogens are present in tohacco 
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cerine is used to lower the vapor 
pressure of the watery solutions, 
thus prolonging the life of the « rop- 
let. Neosynephrine may be a ided 
to combat edema, and the antib tics 
to control potential infection. 


J. Maine M. A., 45:12, 333-336, 1954 


smoke. There should be a concerted 
effort to identify these carcinogens 
—carcinogens which in their total 
effect have already been demonstrat- 
ed on the experimental animal. Once 
a specific carcinogen or carcinogens 
has been identified, steps should be 
taken to remove these either by 
changing the manufacturing process 
of tobacco or by employing a speci- 
fic means of filtering the smoke. 


E. L. Wynder, Pennsylvania M. J. 57:1073, 1954. 


Pathogenesis of Arteriosclerosis 


Evidence is submitted that intra- 
vascular pressure is the most im- 
portant conditioning factor in the 
production of hyperplastic arterio- 
sclerosis. In this concept, hyperplas- 
tic arteriosclerosis begins at birth 
and proceeds unremittingly into old 
age. 

Anatomical arteriosclerosis and 
clinical arteriosclerosis are by no 
means synonymous. Evidence has 
been submitted that atherosclerosis 
is not the primary but a secondary 
phenomenon, the resultant of the in- 
teraction of numerous factors, the 
most important heing the chemical 
and physical properties of the plas- 
ma lipid, changes in the ground sub- 
stance, the intravascular pressure 
and the dynamic effect of time. 


Eli Moschcowitz, J. Mt. Sinai Hosp., 21:49, 1054. 
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CURRENT LITERATURE 


Tr: atment of Parkinson’s Disease 


A selection of medication, adjusted to 
individual needs and tolerance, will often prevent 
progression in symptoms for many years 


L. J. DOSHAY, M.D., New York, New York 


Pagitane® (Lilly) has an action 
similar to Artane® (Lederle) but is 
perhaps slightly more potent and 
less drying. It is an excellent pre- 
paration to turn to when the effects 
of Artane begin to wear off. 

Hyoscine is the most potent drug 
for the control of tremor, but it has 
disturbing side reactions of extreme 
dryness of the mouth, blurred vi- 
sion, and mental fogginess. To coun- 
teract the latter, it may be combined 
with small doses of Artane or Dexe- 
drine® (S.K.F.) 

Benadryl® (Parke, Davis) con- 
trols severe grades of tremor in some 
patients, but the effects tend to wear 
off and the reactions are often very 
unpleasant. 

Patients should be seen at regular 
intervals, every month if possible. 
Medications have to be continually 
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adjusted to the individual tolerance, 
taste and reaction. While one patient 
has been comfortable with 4 or 5 
tablets of Rabellon® (Sharp & 
Dohme Div.) daily for the past 3 
years, another cannot tolerate 4% tab- 
let of the same drug b.i.d. without 
bitter complaints. 

Drugs tend to wear off in effects 
and substitutions have to be made. 
New drugs are appearing in great 
number and the patient should re- 
ceive the benefit of those most suit- 
ed to him. Side reactions demand 
frequent attention. Reassurance is 
necessary to keep the patient going. 

Since parkinsonism is a chronic, 
progressive illness, even with the 
best patient cooperation and physi- 
cian interest, not every patient can 
be sustained in excellent health. But 
most patients, if closely supervised 
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and properly treated, can be main- 
tained in good functioning state for 
many years, in service to them- 
selves, their families, and the com- 
munity. With the best treatment, 
some patients can be kept at work 
for 10, 20, or even 30 years. 

Some patients, especially the ar- 
teriosclerotic type, are extremely 
sensitive to drugs, so that even 1 mg. 
of Artane will lead to complaints of 
severe dryness, inability to talk and 
swallow, and an increase in tremor 
brought on by the patient’s excite- 
ment over his side reactions. 

Some patients suffer from a com- 
bination of rigidity, akinesia, and 
tremor, of almost equal extent. A 
combination of a stimulant such as 


Chemicals versus Bacteria 


It is on tests made in the labora- 
tory that the doctor must rely in 
deciding whether or not any pro- 
ceeding is likely to be successful. 
We must therefore be able to make 
such tests, and the choice of their 
method is of some importance. 

Far too little honor is given Sem- 
melweiss, who introduced. disinfec- 
tion of the surgeon’s hands with 
chlorinated lime as a preventive of 
puerperal fever in 1847. In spite of 
the striking success of this measure, 
of which he furnished the fullest sta- 
tistical proof, he was derided and 
opposed, even by such an authority 
as Virchow, and died, a disappointed 
man. 

The claims made for mercuro- 
chrome, which had an immense 
vogue in the 20s and was seriously 
believed by many people to be an 
efficient IV antiseptic, were exten- 
sive, detailed and quite fantastic. 
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Artane, Pagitane, or Dexedrine 
twice daily, and small doss of f 
Benadryl or hyoscine every 2 1our § 
works well occasionally. 

Aside from these and similar »rob. Ff 
lem situations, for which Jette ff 
drugs than those currently ava lable 
are needed, the treatment othe 
vast majority of Parkinson pa sient; 
is simple. Many patients show ste 
tionary periods of 5 to 20 years with 
little if any progression in symp. 
toms, and a minimum of medication 
is sufficient to keep them comfort. 
able. As the intellect in the illness 
is unaffected, the prospects for sat- 
isfactory patient cooperation are 
favorable. 





The Merck Report 63:2, 11-14, 1954 


Faulty laboratory work and credu- 
lous clinical observation have rarely 
perpetrated a therapeutic fraud on 
such a scale. Mercurochrome in 0.1% 
solution was said to kill bacteria in 
one minute (Young et al., 1919)— 
a rapidity of effect of which no mer- 
cury compound is capable under any 
conditions—and IV injection in ani- 
mals was said to confer bactericidal 
properties on the blood, urine and 
bile (Young et al., 1925). How many 
technical errors—besides disregard 
of pH and failure to include an in- 
activator in culture media — may 
have contributed to these wildly 
erroneous results it is difficult to say. 
Like some other workers at the time 
I found mercurochrome quite incap- 
able of doing what was claimed for 
it, and took some pleasure in raising 
my voice in protest at what was 
going on. 





L. P. Garrod, Proc. Roy. Soc. Med. 48, 1:21-28, 1955 


July, 1955 





CURRENT LITERATURE 


The Differential Diagnosis of Coma 


An exploration of the causes of comas and the 
methods of distinguishing their various features with 
emphasis on a careful physical examination 


M. J. PARSONAGE, M.D., Leeds, England 


The causes of coma in order of 
importance are: 

Intracerebral and _ subarachnoid 
hemorrhage, thrombosis, embolism, 
hypertensive encephalopathy, term- 
inal congestive heart failure, severe 
anemia due to loss of blood or blood 
disease, leukemia, Stokes - Adams 
syndrome; 

Brain injuries, including their 
complications; 

Diabetes, hyperinsulinism, renal 
and hepatic failure, Addison’s dis- 
ease; 

Post-epileptic states; 

Exogenous poisons—barbiturates, 
carbon monoxide, alcohol, aspirin, 
arsenic, lead, alkaloids, gasoline 
fumes, carbolic acid; 

Intracranial infections and tum- 
ors; 


Heat hyperpyrexia, electric shock, 
caisson disease; 

State of severe stupor in hysteri- 
cal, schizophrenic and depressive ill- 
nesses. 

Scrutinize all circumstantial evi- 
dence most carefully; sometimes it 
is seriously misleading. Head injury 
may be through falling in a stroke, 
the diabetic is not immune from 
other disease; the hypertensive may 
have a cerebral tumor, and the smell 
of alcohol in the breath is not neces- 
sarily indicative of alcoholism. Phy- 
sical examination should be sys- 
tematically carried out in every case 
of coma. 

The patient’s color should be 
noted (cherry-red in carbon mon- 
oxide poisoning, pale in many types 
of coma, but cyanotic when the coma 
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is deep whatever its cause), and 
also the temperature and respira- 
tion (shallow in most forms of coma, 
but deep in diabetes and sometimes 
“hissing” in uremia). Sweating is 
usually pronounced, but the skin is 
dry in heat hyperpyrexia. Examine 
the mouth and tongue for scarring 
(epilepsy) and pigmentation (Ad- 
dison’s disease), and note any tell- 
tale odors in the breath. Neck 
rigidity should be sought and evi- 
dence of dehydration looked for. 

Make a brief examination of the 
nervous system — scrutinize the 
fundi with an ophthalmoscope; test 
pupillary and oculomotor functions, 
and for hemiplegia. 

Examine for evidences of cardiac 
decompensation, endocardial disease, 
irregularities of rhythm and levels 
of blood pressure. Lungs should be 
examined for gross disease, abdomen 
palpated for rigidity or abnormal 
masses, a rectal examination made if 
prostatic disease is suspected in a 
uremic state. If early transfer is 
impracticable, urine by catheter 
tested for albumin, sugar and ketone 
bodies. Lumbar puncture is to be 
done sooner or later in all cases in 
which the diagnosis is not obvious, 
if there is any likelihood of an intra- 
cranial space-occupying lesion. 


INTRACEREBRAL BLEEDING 


Hemorrhage into brain substance 
is common in late life with severe 
hypertension and is usually fatal. 
Hemiplegia is characteristic of in- 
tracerebral bleeding, often with ster- 
torous breathing and a slow, full, 
bounding pulse. The head and eyes 
are commonly deviated towards the 
side of the lesion, and retention or 
incontinence of urine is the rule. In 
intrapontine hemorrhage there is 
likely to be bilateral limb paralysis 
with pin-point pupils and high fever. 
Blood is found in the cerebrospinal 
fluid sometimes in_ intracerebral 
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bleeding, hemiplegia and deep c ma, 

Coma in cases of cerebral th om- 
bosis is usually less profound, } iore 
gradual in onset; hypertension is less 
common, maybe a history of p evi- 
ous strokes. An onset with su: den 
severe headache or vomiting is r.uch 
more in favor of intracerebral 
hemorrhage than of thrombosis 

Coma is uncommon in cert bral 
embolism. 


ENCEPHALOPATHY 


Encephalopathy may complicate 
benign or malignant hypertension, 
acute nephritis and eclampsia. Usu- 
ally the onset is by transient {focal 
cerebral disturbances, these followed 
by convulsions and coma. B. P. in 
malignant hypertension, diastolic 
usually 130-150 mm.; papilloedema 
and urinary changes, acute or chron- 
ic renal damage. The usually good 
response to treatment (venesection 
and lumbar puncture) may be a 
help in the diagnosis. 

The patient remaining in a state 
of coma after a head injury must be 
presumed to have a brain contusion 
or intracranial bleeding. Relapsing 
from drowsiness to coma suggests a 
chronic subdural hematoma which 
is usually a complication of a mild 
head injury. Males are much more 
commonly affected than females, and 
localizing signs are slight or absent 
until a late stage, although a dilated 
pupil is often found on the side of 
the hematoma. 

In diabetic coma the patient is de- 
hydrated and collapsed, has acetone 
breath, and the tests for sugar and 
ketone bodies in the urine are 
strongly positive. 

Coma of hypoglycemic origin is 
always of rapid onset, convulsions 
often early, distinguished by the 
absence of both dehydration and 
ketonuria. Sugar occasionally in the 
urine. 

Features of coma due to renal 
failure are dehydration and dysp- 
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for your tense peptic ulcer patients 


ANTRENYL®-PHENOBARBITAL 


depresses... ... gastrointestinal motility 
... gastric acid secretion 
. .. Nervousness and irritability so 
common in the ulcer diathesis 


SUPPLIED: Antreny!-Phenobarbital Tab- 
lets (scored), each tablet containing 
5 mg. Antrenyl and 15 mg. pheno- 
barbital. 


Other forms: Tablets, 5 mg. Syrup, 
5 mg. per 4-ml. teaspoonful. Pedi- 


atric Drops, 1 mg. per drop. 


Antrenyl® bromide (oxyphenonium bromide CIBA) 





nea with muscular twitching, con- 
vulsions, and albumin-laden urine of 
low specific gravity. 

In cases of coma due to hepatic 
failure there is antecedent malaise 
and jaundice followed by drowsi- 
ness, delirium, vomiting, muscular 
twitching and a tendency to hemor- 
rhage. 

Post-epileptic coma is only likely 
to be a serious problem if status 
epilepticus. Sometimes evidences of 
tongue-biting. Both albumin and 
sugar may be found in the urine 
and some fever is usual. The coma 
may be due to overdosing with 
drugs. 


POISONINGS 


Cherry-red complexion and car- 
bon monoxide, and the smell in the 
breath in alcoholic poisoning; the 
association of fits, raised B.P. and a 
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relief is 


widespread 


bile flows freely 


“lead line” in the gums in lea: en. 
cephalopothy; in hyperpnea and §& 
violet urinary ferric chloride reac. 
tion in aspirin poisoning; anc the 
normal or subnormal t. and pin. 
point pupils in opium poisoning. 

Meningitis presents difficulties 
when t. is subnormal and no neck 
rigidity; usually diagnosed on'y by 
lumbar puncture. 

Coma is late in cases of intracra- 
nial tumor. 


Heat stroke is usually fatal with. 
out adequate treatment. Character- 
ized by progressive hyperthermia, 
absence of sweating, convulsions, 
circulatory collapse and coma. 

An electric current may cause 
coma. Diagnosis will depend upon 
the detection of skin burns and sur. 
rounding circumstances. 


M. J. 
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digestion is comfortable 


evacuation more normal 


the gallbladder patient feels better.... 
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bloating, postprandial discomfort and other biliary distress. 


write for Torocol samples 
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bile salts, ext. cascara sagrada, 
phenolphthalein, oleoresin 
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CURRENT LITERATURE 


An: biotic and Chemotherapeutic Agents 


The hazards of antibiotic therapy may be avoided 
if antibiotics are used only when indicated and are not 
given prolonged use without compelling reasons 


R. L. EGAN, M.D., Omaha, Nebraska 


Staphylococcus aureus has shown 
a resistance, the development of 
which has paralleled the introduc- 
tion of each new antibiotic, to pen- 
icillin, streptomycin, aureomycin, 
and oxytetracycline. Resistance to 
erythromycin has been found in 17 
of 39 consecutive specimens of sta- 
phylococci cultured in a routine hos- 
pital practice. Each of these 17 cul- 
tures of staphylococcus was sensitive 
to one of the commonly employed 
antibiotics. 

It becomes evident that determin- 
ation of bacterial sensitivity to the 
usual antibiotics is important for ef- 
fective therapy, particularly as to 
the staphylococcus. 

Allergic reactions to penicillin 
have become so common that one 
should never use it for trivial infec- 
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tions or for infections not suscept- 
ible to antibiotic therapy. Periateri- 
tis nodosa is, at times, a serious com- 
plication of penicillin therapy. 

The vestibular and auditory ef- 
fects of streptomycin have become 
well known. Aureomycin, Terramy- 
cin® and Chloromycetin® as a 
group have not only similar thera- 
peutic effects, but also similar tox- 
icity potentials. There is at present 
no acceptable way to prevent 
troublesome GI symptoms as a re- 
action to these drugs. The possible 
effect of Chloromycetin on the mar- 
row is well appreciated. 

A not infrequent hazard of anti- 
biotic therapy may be the delay in 
diagnosis when antibiotics are used 
for the treatment of symptoms. 
When the diagnosis of malignancy, 
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of lymphoma, or of viral infection 
is delayed, our lack of specific ther- 
apy may minimize the degree of re- 
sultant harm. In such diseases as 
subacute bacterial endocarditis, the 
failure of diagnosis, the failure to 
determine the causative organism 
and its sensitivity, and the failure 
to give early effective therapy may 
be critical. 

Neomycin is an ototoxic drug. 
Bacitracin, polymixin, as well as 
neomycin, are capable of producing 
renal damage when used systemical- 
ly. The reactions to erythromycin 


have not yet been adequately tabu- 
lated. 

The answer to the problem of the 
side effects of antibiotic drugs is to 
use them only when indicated. The 
oral administration of penicillin is 
effective, and produces fewer aller- 
gic reactions. The broad-spectrum 
agents should not be used for pro- 
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Thi 
ANTIPRURITIC Cegaal 


xiloder mn 


Therapeutically successful in topical application 
for the prompt relief of pruritus. 

Single application provides effective relief, 
Auxiloderm is a preparation composed of 
proved agents—in a modern form. 

Please watch for our samples and literature 
which are being sent to you for your examination. 
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longed therapy without comp: ling f 
reason. The daily dose of thes: lat. 
ter drugs should seldom excee: one 
gram. 

There are some situations tha 
compel the use of a combin: tion; 
(1) Streptomycin for tuberc ilosis 
only in combination either with 
p-aminosalicylic acid or ison azid 
(2) Severe infections, etiolog: un. 
determined, as peritonitis follc wing 
a perforated viscus. There is some 
evidence for considering Chlo: omy- 
cetin, aureomycin and oxytetracy- 
cline in one group, any one of which 
should not be combined with peni- 
cillin or with streptomycin. Penicil- 
lin and streptomycin may be con- 
bined if the infection is of such se- 
verity or its etiology unknown s 
that a cumulation of toxicity as well 
as therapeutic effectiveness is justi- 


fiable. 


Nebraska M. J., 40:2, 55-56, 1955. 
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CURRENT LITERATURE 


Medical Treatment of Hypertension 


If symptoms of heart failure do not develop, 
hypertension may be controlled by rest, low salt 
intake and in some cases methonium compounds 


J. G. GRAHAM, M.D., London, England 


During the 4-year period 1950-3, 
4872 persons were examined in an 
out-patient department. Of these, 
841 had diastolic b.p. of 100 or over, 
with minimal to severe symptoms 
and signs of hypertension. Minimal: 
no symptoms, or symptoms produc- 
ing no incapacity; slight: slight dysp- 
nea on exertion and a tendency to 
early fatigue; moderate: activity re- 
stricted by fatigue and breathless- 
ness on exertion; and severe: severe 
incapacity due to hypertensive C-V 
changes. 

High levels of diastolic pressure 
are compatible with slight or even 
minimal incapacity and in essential 
hypertension with a reasonable prog- 
nosis, except when signs and symp- 
toms of heart failure appear. Head- 
ache seems unrelated to the severity 


of the hypertension. Renal involve- 
ment and cerebral vascular disasters 
occur, as a rule, late in the disease, 
and are not amenable to other than 
palliative treatment. 

Many studies confirm that there is 
a marked hereditary predisposition. 

Restriction of dietary sodium in- 
take is of value, and to this the 
Kempner (1948) rice - fruit - sugar 
diet owed part of its success. The 
rice diet itself is of questionable 
value, but it is low in protein and 
very low in salt content; it had a 
strong psychologic appeal. The value 
of a NaCl intake of 0.5 to 2 gm. is 
demonstrable and its combination 
with a low-calorie intake is desir- 
able. The milk diet (Karell, 1866) is 
initially very useful—after 72 to 96 
hours followed by an 800 calorie 
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diet, the Na content under 2 gm. Re- 
ducing diets are in order, specially 
in the obese, and in all cases of hy- 
pertensive heart failure. 


Relief of stress is important, but 
in many cases impracticable. Where 
hypertensive incapacity is severe, 
bed rest is essential. For relief of 
any degree of anxiety in out-pa- 
tients, phenobarbitone up to 1 gr. 
t.id.; for in-patients sodium amytal 
up to 3 gr. tid. 


In view of the favorable prognosis 
in asymptomatic benign hyperten- 
sion, no active treatment was con- 
sidered indicated in most of those 
patients. Slight breathlessness on 
exertion and a tendency to early 
fatigue responded well to reassur- 
ance and sedation, with some re- 
striction of activity. 

Moderate and severe incapacity 
required active treatment in hospi- 
tal with the general measures out- 
lined. Of the patients in these 
groups, 149 were treated, in addi- 
tion, with methonium compounds. 
The total of 179 patients treated with 
methonium compounds includes 
those in the first group and 14 cases 
of malignant hypertension noted 
subsequently. 


METHONIUM COMPOUNDS 


There were 2 indications for the 
use of methonium compounds: (1) 
Moderate or severe incapacity, and 
failure of the BP to fall below 100 
within a fortnight in response to 
general measures. Initial pressure 
levels varied widely in the groups, 
as hypertension tends to be reduced 
when failure occurs. (2) BP usually 
in excess of 140 with acute complica- 
tions such as blindness, encephalop- 
athy, and heart failure, constituted 
an indication for immediate dosage 
with methonium compounds. 

In 60% of the patients intermittent 
oral dosage with hexamethonium bi- 
tartrate 0.75 to 2 gm. of cation a day 
has been adequate to control signs 


and symptoms; a further proportion 
have required parenteral injection of 
this drug up to 300 mg. of cztion 
total a day. 

We have not been able to ascer-. 
tain whether treatment has extended 
the life expectation, but restor::tion 
to activity approaching norma! has 
often been achieved during the per. 
iod of survival. Pentolinium has pro- 
vided a more certain method of low- 
ering the BP. A total dosage of up 
to 150 mg. cation parenterally has 
been applied, and 1,000 mg. orally 
in some cases. The retard prepara- 
tion has been found valuable in re- 
ducing the number of injections to 
1 or 2 a day. 


During treatment with hexame- 
thonium wide variations in pressure 
are often recorded, with fluctuations 
due to emotion. The pressure is 
probably due to the greater effect 
of this drug upon the sympathetic 
nervous system than upon the para- 
sympathetic. Pentolinium has proved 
much more certain in action, and 
in no case has a significant fall in 
BP failed to occur following ade- 
quate dosage. 


MALIGNANT HYPERTENSION 


Fourteen patients with malig- 
nant hypertension: in 7 there were 
no signs or history of previous hy- 
pertension; the others had hyper- 
tension of long standing which had 
entered into a malignant phase; 3 
had chronic nephritis, and when first 
observed had gross impairment of 
renal function, with uremia; 4 had 
no previous history of renal disease; 
renal function was good, and blood 
urea was low. Impairment of vision 
was a frequent symptom. Examina- 
tion of the fundi showed fresh hem- 
orrhages, and woolly exudates with 
frank papilloedema. No cardiac en- 
largement was present. The average 
diastolic pressure was 140. The dur- 
ation of life was greater in those 
with chronic nephritis. Uremia was 
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PROTOCOL 
PSORIASIS 


In a revent article in the British Medical 
urnal, ‘ngram* emphasized three import- 
t poinis: (1) The disease is milder in 
mer. (2) Psoriasis is essentially an epi- 
mal reaction and hence should receive 
al therapy. (3) Treatment must be con- 
ued until the skin is clear; not a single 
ive lesion can be left if extension is to 
avoided. 


These lessons apply to RIASOL, the effec- 
e local treatment for psoriasis: 

(1) Attack psoriasis in the summer, when 
atment proves most effective. 


(2) Preseribe RIASOL, which improved 
p skin patches in 76% of a series of cases 
which other treatments had failed. 


(3) Continue the use of RIASOL until 
pry patch of psoriasis has disappeared, and 
fact for several weeks afterwards. 


RIASOL contains 0.45% mercury chem- 
lly combined with soaps, 0.5% phenol and 
5% cresol in a washable, non-staining, 
orless vehicle. 


Apply daily after a mild soap bath and 
prough drying. A thin, invisible, economical 
n suffices. No bandages required. After 
week, adjust to patient’s progress. 
RIASOL is supplied in 4 and 8 fld. oz. 
tles at pharmacies or direct. 


gram, J. T., Approach to Psoriasis, British Medical Journal, 
91, 1953. 
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TEST RIASOL YOURSELF 
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progressive in all cases, as was a 
severe hypochromic anemia. 


The malignant phase occurred in 
older patients who had a history of 
hypertension of years’ duration. Im- 
pairment of vision was less common 
than breathlessness on exertion and 
fatigue. Cardiac enlargement was 
present in all cases. The blood urea 
was normal or but little raised, ex- 
cept terminally in one patient. An- 
emia did not occur. Sclerotic changes 
in the retinal arteries, old waxy hya- 
line exudates, and chronic retinal 
and disk edema; fresh hemorrhages 
and exudates were superimposed; 5 
of the 7 were alive after 8 months 
to 4 years. One woman died from a 
cerebral hemorrhage, one man from 
uremia. 


A sudden rise in BP causes arter- 
iolar necrosis, in contrast to the 
fibrous thickening in the vessel walls 
which occurs in essential hyperten- 
sion, particularly in the retina and 
the kidney. 


CONTROL OF PRESSURE 


Ganglion-blocking agents pro- 
duced a fall in pressure to normal 
levels, with a dramatic improvement 
in the symptoms and signs in the 12 
cases treated. Effective control of 
the pressure was not obtained after 
discharge from hospital, due to 
causes such as postural hypotension, 
constipation, vomiting and diar- 
rhea, blurring of vision, and, in 
some instances, discontinuance by 
the patients themselves of treatment. 
Even when full dosage was used the 
natural tendency of the patient to 
return to normal activity was fol- 
lowed by a rise in the pressure level. 
In the later stages control in hospi- 
tal of the pressure level failed to 


arrest deterioration. 

The marked improvement i. the 
symptoms and signs in patients with 
hypertension which follows th: ap. 
plication of general measur:s of 
treatment, with and without sang. 
lion-blocking agents, has led 4s to 
adopt the hypthesis that contol of 
the pressure level will return those 
patients to the category of a:ymp 
tomatic hypertension, the proxnosis 
of which is good. It seemed reason- 
able to adopt measures whicl pro- 
duce only a moderate reduction in 
the diastolic pressure level, as, from 
observation, the actual level is of 
less importance than the individual 
response to it. We have found that 
a marked reduction is not well tol- 
erated by patients who have hyper. 
tension of several years’ duration. 

A simple homologue of hexameth- 
onium, pentolinium tartrate, has 
been found to be more useful, in 
that it is more predictable in action, 
the duration of action is longer, and 
more stable control is obtained. 
Treatment with ganglion - blocking 
agents must be regarded as symp ff 
tomatic, in that a rise always fol- 
lows withdrawal of the drug. 


SUMMARY 


Although the prognosis in uncom- 
plicated hypertension is usually 
good, elevation of the diastolic BP 
is in many cases followed by symp. 
toms and signs of heart failure, and 
when these develop the expectation 
of life is brief. General measures of 
treatment are rest, sedation, a salt 
poor diet, and subsequent restriction 
of mental and physical activity. If 
these prove inadequate, and if the 
BP is not labile, methonium con- 
pounds are indicated. 


Brit. M. J., 4899:1250-1254, 1954 
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Rhcumatic Fever 


CURRENT LITERATURE 


New methods of diagnosis and the 
improvements in the control and prevention 
of rheumatic fever are discussed 





I. D. JONES, M.D., New York, New York 


The incidence and severity of 
rheumatic fever appear to be de- 
creasing. There are fewer recur- 
rences; duration of the active stage 
is shortened. 

There are a number of conditions, 
any two of which might indicate 
rheumatic heart disease: carditis, 
pericarditis, enlargement of the 
heart, and subcutaneous nodules. S. 
R. determinations and w.b. cell 
counts are helpful but not diagnos- 
tic. There are no specific laboratory 
tests, and the ECG is inadequate for 
diagnosing the condition in an ac- 
tive stage. 

Frequently symptoms and signs 
are confusing. Change in the size of 
the heart is often an indicator of 
rheumatic fever.. There is no test to 
indicate when the active stage of 
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rheumatic fever has ended. S. R. and 
t. may stay at abnormal levels after 
the active stage. The child may be 
permitted to become active again, 
and the S. R. and t. closely watched. 
If they rise, the disease is still in an 
acute phase. Weight gain and a re- 
turn of color are definite signs that 
the acute episode is ended. 

The more severe joint pains and 
chorea, formerly commonly found, 
are now rare in England, attributed 
in part to improvement in environ- 
ment and in treatment of strepto- 
coccal infections. 

Report on a follow-up of 1,000 cas- 
es of rheumatic fever in a 20-year 
study: 600 patients have survived, 
50% continuing to lead normal lives. 
In most of the survivors from the 
original group the disease is in a 
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tranquil stage. 

The greatest single factor in pre- 
vention is the protection afforded by 
the antibacterial compounds against 
recurring streptococcal infections. 
Too frequently patients fail to ad- 
here closely to the prophylactic reg- 
imen. 

Antibiotic agents must be given in 
amounts adequate to eradicate com- 
pletely the offending organism. Pen- 
icillin, the drug of choice, is indica- 
ted even if diagnosis is made as late 
as 10 days after onset of infection. It 
will minimize complications. 

Opinion varies between the ex- 
tremes of those who maintain that 
hormone therapy terminates rheu- 


Lung Cancer Mortality — 
Geographic Distribution in 
The United States 


The States in which the death rate 
from lung cancer is not materially 


different from that for the United 
States as a whole are Maine, New 
Hampshire, Vermont, Massachusetts, 
Pennsylvania, Virginia, South Caro- 
lina, Florida, Alabama, Mississippi, 
Nebraska, North Dakota, South Da- 
kota, Michigan, Illinois, Montana, 
Utah, Arizona, Oregon, Nevada, and 
California. Eight States—Louisiana, 
Missouri, New York, Connecticut, 
Rhode Island, New Jersey, Dele- 
ware, Maryland—and the District of 
Columbia, had significantly higher 
ratios; and 19 States, North Caro- 
lina, Georgia, Tennessee, West Vir- 
ginia, Ohio, Kentucky, Indiana, Wis- 
consin, Minnesota, Iowa, Arkansas, 
Kansas, Oklahoma, Texas, New 
Mexico, Colorado, Wyoming, Idaho, 
and Washington, significantly lower 
ratios. Although the heavily indus- 
trialized States of New York, Con- 
necticut, New Jersey, and Delaware 
have ratios significantly higher than 
the United States average, relatively 
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matic fever and those who t =lieye 
that at best these agents are r > bet. 
ter than the salicylates. 


No clear-cut evidence that corti. 
sone and ACTH prevent rhe: matic 
heart disease was presented. A large 
number of patients with rhe: matic 
fever have a good prognosis rgard- 
less of what treatment is usec Hor. 
mones appear to have some effect 
upon the acute stage, in par icular 
upon the S.R., fever, and joint pains 


Data are inadequate to confirm 
that either or both the hormon»s and 
the salicylates minimize heart dan- 
age. 


Heart Bulletin, 3:6, 112-114, 1954. 


non-industrial Louisiana has the 
highest ratio of all and non-indus- 
trial District of Columbia also has a 
significantly higher ratio. Some 
other heavily industrialized States, 
such as Pennsylvania, Ohio, and 
Michigan, have either average or 
below average ratios. 


Age, race, sex, and residence (ur 
ban-rural) specific rates for mor- 
tality attributed to cancer of the 
lung are given for the United States 
for an average of the years 194 
1949. In all age, race, and sex com- 
ponents, the rate is greater for urban 
residents than for rural residents 
The total rates for the white pop 
ulation are considerably higher than 
those for the nonwhite. The overall 
excess among the white population 
is due to excessive rates among old- 
er persons, since in some of the 
younger age groups rates are higher 
among the nonwhite population. 


Public Health Report 





F. Hoffman, 


et al., 
69:1033, 1954. 
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CURRENT LITERATURE 


Hy; ertension - Cause or Effect 


A case history of a patient whose neurological 
difficulties and mental deterioration were due to severe 
hypertensive and arteriosclerotic changes 


A. E. LEPORE, M.D., Gardiner, Maine 


A man of 41, seen September, 
1951. Four months before he had 
been studied at a medical center — 
no diagnosis, organic neurological 
disease strongly considered. In 1946 
appendectomy for subacute appen- 
dicitis, w.b.c. 27,000 to 17,000, b.p. 
152/102. Present illness dated back 
to 1949 when he was forced to sell 
his grocery because of nervousness, 
He complained of dizziness on mo- 
tion of head, agitation, tremulous- 
ness, numbness of hands to elbows 
and of feet to knees. No headaches, 
sweats, anorexia, urinary or GI 
problems. No loss of libido. 

Weight 161—200 lb. 4 months pre- 
viously, when he was placed on a 
low-calorie diet. Hyperactive quadri- 
ceps and achilles reflexes; hypoactive 
triceps and biceps; no Rhomberg, ny- 
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stagmus or Babinski. There was no 
hypoaesthesia along both ulmar 
nerve distributions; interossei atro- 
phy; fibillary twitching of muscles 
of hand; impaired hearing 1. ear. Ear 
drum normal. Eyegrounds—normal 
discs and blood vessels. No abdom- 
inal, very sluggish cremasteric, re- 
flexes. eart 1 in. beyond 1. mid-clavi- 
cular line, p. regular, 70/min. b.p. 
182/112, spinal fluid clear, r.b.c. 40, 
w.b.c. 9, protein 15 mgm.%; colloi- 
dal gold, mastic and Hinton negative. 

Seen again November, 1953, un- 
able to work in this 2-year interim, 
seen by neurologist and internist, 
had received 10 electric shock treat- 
ments, N dizziness, headaches, roar- 
ing in ears, walked like an automa- 
ton, considerable somnolence. Neu- 
rologically no change. Eyegrounds 
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no hemorrhages, AV nicking or pa- 
pilledema, more interossei atrophy. 
Urine negative. Spinal fluid clear; 
protein 60; NPN 29, r.b.c. 6,110,000; 
w.b.c. 19,050—P 85, L 14, M 1; hgb 
110. 


In next 2 months no change except 
mental deterioration. He made a 
peculiar snapping noise with his 
lips; staggered like partially intoxi- 
cated; had coarse tremors of hands 
with fumbling; became cantanker- 
ous. Complained of more numbness 
of the ends of his fingers, more le- 
thargic, spells of laughter and cry- 
ing. B.P. rose to 240/148. Put on 
weight, especially of the face, chest 
and abdomen. Skin was clear; his 
face became phlethoric; no increase 
in body hair. Complete impotence. 
Rbc. 7 million; W. 20,950; hgb. 118, 
platelets 210,000, S.R.—3. In last 4 
months steadily weaker and fatter, 
incontinence of urine and _ feces, 
more spells of laughter and crying. 
He became semicomatose, was un- 


The Current Status of the De- 
velopment of Antimicrobial Agents 


The past 15-year period has seen 
the introduction of large numbers 
of antimicrobial agents capable of 
controlling infectious diseases pro- 
duced by a wide variety of micro- 
organisms, and methods for produc- 
ing these agents within the United 
States in quantities sufficient to treat 
100 million patients yearly. 


Now it is recognized that the limits 
of chemotherapy can be extended 
only by the defense mechanisms of 
the body and/or by surgical inter- 
vention. 


Many of the antimicrobial agents 
are capable of stimulating growth 
rates of poultry, swine and plants, 
attempts are being made currently 
to elucidate the manner in which 
these effects are brought about. The 


740 CLINICAL 


MEDICINE, 


able to swallow, final 10 days iy 
complete coma. 

Pertinent findings at autopsy: 
obesity, generalized arteriosclerosi 
(marked) cardiac hypertrophy, tu. 
mor of r. adrenal Cortex, 1 in. ip & 
diameter, black. Kidney pelvis com. 
pressed. The pituitary showed 
Crooke cells. 

This man of 44 died of a diseas 
which lasted for years or longer 
The clinical findings were primarily 
neurological but the polycythemia, 
hypertension and obesity indicate 
Cushing’s syndrome. The ketoster. 
oids and eosinophil count were not 
done because the diagnosis was ney- 
er considered. The w.b.c. at the time 
of appendectomy hints onset of this 
condition in 1946. Apparently neuro- 
logical changes and mental deterior- 
ation may be precipitated early by 
Cushing’s syndrome, due to the se. 
vere hypertensive and arteriosclero- 
tic changes. 


J. Maine M. 


1., 46:1, 19-20, 1955. 


wide variety of conditions under 
which antimicrobial agents may ex- 
ert their growth inhibitory or growth 
stimulatory properties continues to 
encourage the search for new ones 

The problem today is to choos 
among the many active compounds 
isolated. Not all can be produced 
on a large scale, for there is con- 
petition for fermentation tanks, for 
equipment for their recovery o 
synthesis, for animals and suitable 
patients for their evaluation. 

In evaluating an antimicrobid 
agent its cost to the patient per 
day must be taken into considera 
tion. The problem is centered o 
“tailor-making” them to fit a spe 
cific need. 





Gladys L. Hobby, Bull. New York Acad. Med., 3! 
$:181-197, 1955. 
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Dict and Longevity 


CURRENT LITERATURE 


The high-fat content of the United States 
diet may be responsible, to some extent, for the high 
incidence of degenerative heart disease 


W. B. GORDON, M.D., Pilisburgh, Pennsylvania 


We have made great strides in 
prevention and treatment of infecti- 
ous diseases, improved sanitation, 
control of water and food supplies, 
and better infant care. 


For those of us beyond the age of 
40, however, there is no basis for 
complacency in the light of com- 
parative death rates. Of 16 coun- 
tries, only poverty-ridden Portugal 
has a higher death rate than the 
United States above the age of 40. 
The Scandinavian countries — Nor- 
way, Sweden and Denmark — along 
with The Netherlands, average 50 
to 60% of our death rates in various 
age periods above 40*. 


One plausible explanation of this 
surprising fact is the difference in 


* Keys, Ancel; J. Mt. Sinai Hosp., 20:2, 1953. 
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diet; the blame has been placed on 
the high-fat content of the U. S. diet. 
We derive 40% of our total food cal- 
ories from fats. Public health studies 
indicate that fat calories supply only 
20 to 30% of the total in other coun- 
tries. 

Degenerative heart disease—coro- 
nary heart disease, angina pectoris, 
chronic myocarditis, and myocardial 
degeneration—is the leading cause 
of death in the United States, and 
particularly so after the age of 40. 
These diseases are almost a rarity in 
many parts of Europe. In Italy, 
where the diet contains only half 
as much fat as in the United States, 
the death rate from degenerative 
heart disease from age 40 to 44 is 
20°o of ours, 23% from age 50 to 54, 
and 25% from age 60 to 64. 
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Our increasing death rate above 
age 40 from degenerative heart dis- 
ease has paralleled the increasing 
proportion of fat in our diet; the U. 
S. Department of Agriculture re- 
ports a 25% greater proportion of 
fats consumed per capita in the 
last 40 years. 

Much has been written in recent 
years of the relationship of cholestrol 
and other fats to arteriosclerosis. It is 
a fact that a major characteristic of 
the arteriosclerosis artery is the 
presence of a large amount of cho- 
lesterol in that artery. Atherosclero- 
tic plaques are 40 to 70% cholesterol, 
most of which is derived from the 


blood, which carries the chole: tero] 
in lipoprotein complexes. 


These data suggest an impo-tant 
chain of relations between the total 
fat content of the diet, choles tero] 
and lipoprotein concentration i the 
blood, the development of at iero- 
sclerosis, and the mortality fror 1 de. 
generative heart disease. 


The evidence seems concl isive 
that we have not been active er ough 
in pointing out this possible rela- 
tionship in our nutritional and die. 
tetic teaching in classes, and in our 
daily contacts with patients. 


Editorial, Pennsylvania M. J., 57, 4:357-358, 1 154, 


FOLBES YN 


Vitamins Lederle 


A well-balanced, high-potency vitamin formula containing B-Complex and C 


FoLBESYN provides B-Complex 
factors (including folic acid and 
B,2) and ascorbic acid in a well 
balanced formula. It does not 
contain excessive amounts of any 
one factor. 


FoLBEsyN Parenteral may be 
administered intramuscularly, or 
it may be added to various hos- 
pital intravenous solutions. It is 
useful for preoperative and post- 
operative treatment and during 
convalescence. 


Dosage: 2cc. daily. Each 2cc. provides: 


Thiamine HCl! (B:) 

Sodium Pantothenate 
Niacinamide 

Riboflavin (Bz) 

Pyridoxine HCl (Bs)............ 
Ascorbic Acid (C) 

Vitamin Bi: 

Folic Acid 


FoLBesyN is also available in 
tablet form, ideal for supplement- 
ing the parenteral dose. 


LEDERLE LABORATORIES DIVISION swenscav Gpanamid company Pear| River, New York 
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DIAGNOSIS 


Spont:aeous Myxoedema De- 
velop! g After Thyrotoxicosis 


A man, 40, presented with an 
18-months history of increasing fa- 
tigue, intolerance of hot weather, 
and 1° kg. (42 lb.) loss of weight; 
some dyspnea on exertion and prom- 
inences of eyes in the past 2 months. 
He was thin, flushed and anxious, 
with a fine tremor of the fingers, 
an increased peropheral circulation, 
and a slightly enlarged soft thy- 
roid gland with a bruit. There 
was no true exophthalmos, lid re- 
traction, or lid lag, but a definite 
“stare.” No other physical signs. 
BMR 140 to 160% of normal. Radio- 
iodine test only 10.7% excretion in 
48 hours. 

After a short course of an anti- 
thyroxine drug and after an episode 
of fever due to otitis media, patient 
discharged on methyl-thiouracil, 600 
mg., and thyroid, 1 gr., daily. He 
responded rapidly to treatment, 
gained weight, and remained well 
controlled on diminishing doses of 
thiouracil for 19 months. 

Antithyroid drug treatment was 
then stopped, and a radio-iodine test 
done a few days later showed that 
the gland was still active—48-hour 
excretion was 16.7%. He was then 
given a short course of potassium io- 
dide and retested 5 months later, 

hen the 48-hour radio-iodine excre- 
tion had risen to 77% (attributed to 
iodides) ; but test repeated 3 months 
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later yielded a similar result, and 
6 months afterwards he had all the 
features of myxedema. 

There was no evidence of pituitary 
failure. 





R. Fraser, Brit. M. J. 4908:255-256, 1955. 


When to Suspect Poliomyelitis 


At present, the clinical diagnosis 
of nonparalytic poliomyelitis might 
be termed one of “guilt by associa- 
tion.” If paralytic poliomyelitis is 
prevalent in a community, the pa- 
tient with signs of meningeal irri- 
tations and pleocytosis is usually la- 
belled a “nonparalytic” case rather 
than a case of “aseptic meningitis of 
unknown cause.” 


I. H. Weller, J.A.M.A., 156:16, 1954. 


Peptic Ulcer in Children 


Peptic ulcer in infancy (newborn 
to 2 years of age) may have an acute 
onset with minimal premonitory 
signs. There appears to be no con- 
sistency in the symptoms. In early 
infancy, the ratio of gastric to duo- 
denal ulcers is 2 to 1; in children old- 
er than 2 years, duodenal lesions oc- 
cur from 2 to 5 times more often 
than gastric ulcers. 

The chief complaint was vague up- 
per abdominal pain in the great ma- 
jority of cases. 


L. L. Lemak, M.D., et al., Texas State J. M., 50:772, 
954. 
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The Finished Product—cs—The Raw Materi i 


In Gallbladder Therapy 


For therapeutic superiority in gallblad {er 

management, Nubilic assures benefi ial 

hydrocholeresis, since Nubilic contains 

Each tablet contains: not a mixture of bile salts or acids, or 
PURE cholic acid, but the full dosage of 

DEHYDROCHOLIC pure dehydrocholic acid, 

ACID the ultimate product in bile processing. 

0.25 Gm. (3% gr.) The therapeutic value of the other oxi- 

dized bile acids is not clearly known, but 

e it is known that pure dehydrocholic acid 

definitely stimulates secretion of bile 


BELLADONNA 
8 mg. (% gr.) 


which is low in solids. 


. For comprehensive action, Nubilic con- 
tains 


PHENOBARBITAL belladonna and phenobarbital, 
8 mg. (% gr-) to reduce biliary spasm, relax the sphinc- 
ter of Oddi and thereby encourage free 


flow of bile into the duodenum. 


Bottles of 25, 50 and 100 tablets. 


NUBILIC 


HOBART LABORATORIES, Inc. 


CHICAGO 10, ILLINOIS, U.S.A. 





Bacter mia Owing to 
Pseud: nonas Aeruginosa 


In) yo Clinic records 10 patients 
had bk cteremia owing to Pseudo- 
monas ‘eruginosa. In 7 cases the GI 
tract as the portal of entry for in- 
vasio: »f the blood stream. Notable 
clinic features are “erythema gan- 
greno im” and decreased numbers 
of le <ocytes and platelets in the 
blooc For adults, polymyxin B sul- 
fate aerosporin sulfate) in daily 
amo. t of 100 to 200 mg., given IM 
in 4 oses, has been recommended. 
For « iildren the dose is smaller in 
propc-tion to the body weight. In 
any .ase the preparation must be 
used vith the utmost caution. 


. J. Mortin, et al. Proc. Staff Meetings Mayo Clin., 
29:52, 1954. 


Proteinuria Variations in the 
Differentiation of Renal 
Disorders 


This study suggests that many cas- 
es of chronic glomerulonephritis are 
asymptomatic and accidentally dis- 
covered. It is known that healing 
may occur in such cases years after 
inception. Little is known concern- 
ing the organic and functional dis- 
orders manifested by intermittent 
(orthostatic) proteinuria. This is of- 
ten seen in patients recovering from 
glomerulonephritis, persisting in 
some instances; this pattern in con- 
junction with hypertension presum- 
ably represents progressive renal 
injury. Intermittent diurnal protein- 
uria is common in persons under in- 
tense emotional stress, often follow- 
ing venipuncture. 

The use of urinary protein deter- 
minations in serial specimens col- 
lected in relation to prescribed per- 
iods «{ rest and normal activity as a 
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test for suspected renal disease has 
been found to be accurate within us- 
ual clinical limits. Evaluation of ren- 
al disease by random urine speci- 
mens, even multiple, involves con- 
siderable error, whereby persons 
may be disqualified unnecessarily 
for military service, insurance or 
employment while significant renal 
disease may escape detection. Con- 
tinuous proteinuria in most cases in 
this study was due to latent, chronic 
glomerulonephritis, previously un- 
recognized; the balance to various 
conditions including disease of the 
urinary tract and congenital defects. 
The causes of the extremely common 
finding of intermittent proteinuria 
are not known. 


S. E. King, J.A.M.A., 155:1023, 1954 


Bedside Method For 
Judging Anemia 


In evaluating anemia at the bed- 
side, the clinician examines particu- 
larly the skin, mucous membranes, 
conjunctiva, and fingernails. 

1,500 patients from the services 
of Staten Island Hospital and from 
the hospital clinics were studied. 
The color of the creases was arbi- 
trarily recorded as “present” or “ab- 
sent.” The palm of each patient was 
forcibly stretched, with the fingers 
extended. The examiner’s own palm 
served as a control. A hgb. of each 
patient was tested by the Sahli or 
the photoelectric method. 


The palms are more reliable for 
judging pallor than the mucous 
membranes or conjunctiva. Unless 
anemia is severe the skin creases 
across the palm normally retain a 
bright pink color, regardless of how 
pale the intervening skin appears. 
When this red color is lost the hemo- 
globin level “may be judged as be- 
ing below 7 grams per 100 ml. 


J. J. Silverman, J.A.M.A., 155:902, 1954. 
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Importance of the Costochondral 
Syndrome in Evaluation of 
Chest Pain 


Examine the costothoracic joints 
by making deep pressure with the 
thumb paraspinally; the patient sit- 
ting on the end of the table, bent 
slightly forward. In taking the his- 
tory, include a close evaluation of 
any chest injury and detail concern- 
ing the effect of body motion or body 
position in either increasing or de- 
creasing the pain. Treatment is dir- 
ected toward relief of stresses af- 
fecting the chest wall. If there is 
cough it should be treated. Exer- 
cises designed to strengthen the up- 
per back, currently used at the 
Mayo Clinic, are employed to im- 
prove posture. 


E. H. Benson, et al., J.A.M.4., 156:1244, 1954 


Statistical Review of 22,000 
Cases Examined by Cervical 
Smears 


An analysis of 22,000 vaginal 
smears over a period of 3 years is 
presented. 

In 16 of each 1,000 cases abnormal 
cells were noted, necessitating fur- 
ther investigation. In 9 per thousand, 
cancer was confirmed by tissue ex- 
amination. The error for all types 
of positive smears was 2%. 

In 14 cases in which cancer cells 
were found in smears, confirmation 
was not obtained, because no biopsy 
was available or the biopsies were 
inadequate. In 6 additional cases, 
the biopsies revealed marked cellu- 
lar atypicalities. 

In 5.7 out of 1,000 cases, cancer 
was detected in women in whom 
there was no clinical suspicion and 
in whom biopsy would not have been 
taken without vaginal smears. 

Of the total number of 181 cases 
of carcinoma of the cervix, 69% 
were identified as intraepithelial and 
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31% as infiltrating carcinoma 
proportion may be expected 
the majority of smears were 
in the course of routine exami 
This proportion is indicative 
effectiveness of the screening 1 
in detecting the presumably 
curable stage of carcinoma 
cervix. 


Since | 
taken” 
ation, | 
of the | 
.ethod 
early, 
of the 


Thal 
: 





Paul Kimmelstiel, et al. 


5:538, 1954. 


——. 
North Carolin. M, i: 


The Menopause 


The only symptoms indicating 
treatment of “the menopause” are 
the vasomotor flushes, sweats, and 
flashes. Hormone therapy should be 
used only as a last resort, should al 
ways be oral, and should be given in 
the smallest doses over the shortest 
period of time adequate to control 
symptoms. Estrogens are preferred, 
but other types of hormones can be 
used, always remembering that care- 
ful investigation of any bleeding is 
mandatory. 





F. R. Novak, J.4.M.A., 156:575-8, 1954. 


Improved Method of Palpation of 
the Submaxillary Triangle 


One hand is firmly pressed against 
the jaw and the intraoral palpating 
finger gently pushes the structure 
of the submaxillary region into the 
corner formed by the jaw and the 
external hand; escape is not poe 
sible. Under normal conditions, the 
soft submaxillary salivary gland cal 
be palpated, but normal lymph node 
are hardly palpable. If they are @ 
larged and hard, they replace t 
much softer salivary gland in 
perception. If they are large and at 
herent to the bone, they cannot, @ 
course, be missed by any metho 
of palpation. 


Kurt Wiener, Wisconsin M. J., 53:599, 1954. 
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For information. write “Piromer 
on your Rx and mail to 


RAVEN O L 








Ce) 


MM akeldee 


and perennial 


allergic rhinitis 


pseudomonas po 


not an antihistamine. | 


Firamen 


It 


Alone or as adjunctive therapy, PIROMEN has 


been proved effective in the treatment of hay 


ever and other allergic disorders.'* It is espe- 


cially useful in severe cases or in those that 


ventional therapy. Once symptoms are 


controlled with the aid of PIROMEN some 


patients may be maintained symptom-free by) 


conventional means. 


PMS beta) te 1] ec Ora 


y 


> 
sterile, nonprotein and nonanaphylactogenic 
Unlike ACTH or cortisone, which it resembles in 


therapeutic efficacy, PLIROMEN does not pro- 


duce troublesome side eftects.'34 


PIROMEN, a stable, aqueous, colloidal disper- 


sion, is supplied in 10-cc. vials containing 4 to 


10 gamma per cc. It may be administered safely 


in a wide dosage range. 


RABORATORIE S, 


subsidiary of Baxter Laboratories, Inc., Morton Grove, Illinois 


'nN Cc. 


ee 2e0c% 





Because RAUVAL contains all of 
the rauwolfia alkaloids, it provides 
a natural balance between 
hypotensive and sedative effects, 
and symptomatic relief is 
remarkably prompt. 


This balance makes RAUVAL the 
drug of choice for patients with 
labile hypertension, especially when 
accompanied by tachycardia 

or neurosis.': 


Supplied: Bottles of 100 and 1000 
tablets in two strengths: 
50 mg. s.c., red 
100 mg. s.c., pink (double strength) 


1. Wilkins, R. W.: Ann. Int. Med. 

37: 1144, Dec., 1952. 

2. Wilkins, R. W., and Judson, W. E.: New 
England J. Med. 248: 48, Jan. 8, 1953. 
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Methods for Detecting Audi ory 
Defects in the Young 


Elaborate methods are fund: nent.! 
al in estimating the hearing .cuity 
of school children; they are only 
supplemental in testing the ir fant, 

To detect even moderately .evere 
deafness, all that is necessar: is to 
observe that, in order to hear < noise 
or to hear and understand s 2eech, 
the child has to be closer to the noise 
than the normal-hearing. To deter- 
mine accurately how much bh :aring 
a child possesses monoaurall, and 
binaurally is often not so simple, es- 
pecially in children below the ge oj 
5 years. 

Tests are best carried out while 
the child is home with the parent. If 
a child is out of sight of the speak- 
er and continually fails to respond 
to speech or to hear familiar sounds 
such as a passing automobile, a dis- 
tant church bell, a barking dog, the 
footsteps of an approaching parent 
or a telephone bell, that child is 
deafened to some extent, or he is not 
alert or not listening as a normal 
child does. In any case such a child 
should be carefully tested to deter- 
mine whether there is any deafness 
and, if so, how much. 

Testing the child’s hearing can 
easily be made a game that the 
child will enjoy. It will then gradual- 


| ly condition the child to pay atter- 
| tion and to listen better, whether or 


not his hearing is perfect. Subse 
quently, during the first to fifth 
year, the child’s hearing should be 


| at least casually checked by the par- 


ents at frequent intervals, carefully 


| once every 2 or 3 months. To do this 


requires only a few moments, but it 
may uncover a hearing defect which, 


| if not discovered early, could cause 
| crippling deafness. 


When the child:reaches schoo! age, 
the various audiometric tests are 


| indicated. 


| 
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E. P. Fowler, Sr., New York State J. M., 54:300 
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PHARMACEUTICAL PRODUCTS 


(Spirt) 
apsule contains 74% grains of 
3.P. indestructable whole de- 
desiccated hog pancreas, 500 
amin B, and 500 I.U. vitamin 
cations: internal treatment of 
is. Dosage: 2 to 4 capsules 
befor: each intake of food, dosage 
to be adjusted to food intake. Sup- 
plied: bottles of 180 and 500 capsules. 


Lipar 
Each 
set 
fattec 
LU. v 
D. In 


psori: 


Yuvral (Lederle) 


Contains vitamin B,., vitamin A, 
calcium and Purified Intrinsic Fac- 
tor Concentrate. Indications: vital 
growth and correct bone growth 
for youths and active adults. Dos- 
age: 1 capsule daily. Supplied: bot- 
tles of 30, 100 and 1000. 


Stental Extentabs (Robins) 


Phenobarbital extended action tab- 
lets each containing in the outer 
coating, % gr. of phenobarbital, and 
in the core, % gr. of phenobarbital. 
Effects are uniformily maintained 
over a 10 to 12 hour period. Indica- 
tions: anxiety tension states, insom- 
nia, hypertension, angina pectoris, 
congestive heart failure, hyperthy- 
roidism, vomiting of pregnancy, epi- 
lepsy and hyperirritability. Dosage: 
1 tablet in the morning for daytime 
effects, 1 in the evening for night- 


time effects. Supplied: bottles of 100 
and 500. 
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Neo-Cortef, 1% Lotion (Upjohn) 


Each ce. contains 10 mg. of hydro- 
cortisone acetate, 5 mg. of neomycin 
sulfate, 2 mg. of methylparaben and 
3 mg. of butyl-p-hydroxybenzoate. 
Indications: adjunct in the treatment 
of various forms of allergic derma- 
titis and other inflammatory skin 
diseases. Administration: a small 
amount of lotion should be gently 
rubbed into the affected areas. Dos- 
age: 1 to 3 applications daily. Sup- 
plied: 15 cc. and 30 cc. bottles. 


Thiastigimine (Kirk) 
Each 1 cc. ampule contains thiamine 
hydrochloride, 100 mg., neostigmine 
methylsulfate, 0.5 mg., atropine sul- 
fate 1/300 gr., in a stabilized aque- 
ous solution. Indications: herpes zos- 
ter, neuralgias, neuritis. Dosage: 1 
cc. intramuscularly daily or every 
other day depending on the severity 
of pain. Supplied: 1 cc. ampules in 
boxes of 12 and 25. 


Convalets (Abbott) 


Therapeutic vitamin stress formula 
providing 5 times the usual daily al- 
lowance of B-complex vitamins and 
vitamin C. Each tablet has a film- 
thin coating. Indications: treatment 
of multiple vitamin deficiencies asso- 
ciated with physiological stress. Dos- 
age: 2 tablets daily. Supplied: 
bottles of 25, 100 and 500. 
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Bonamine Chewing Tablets 


(Pfizer) 
Mint-flavored chewing-gum tablets, 
each containing 25 mg. of Bonamine 
(meclizine hydrochloride) incorpor- 
ated in the sugar coating of the 
chicle base. Indications: Prevention 
and treatment of motion sickness. 
Dosage: 1 or 2 tablets one hour be- 
fore departure. Supplied: pliofilm 
strips of 4 tablets, 2 strips to a car- 
ton. 


Ada-Tabs (Harvey) 


Each tablet contains 0.5 gm. of alu- 
minum dihydroxyaminoacetate. In- 
dications: for use in the control of 
hyperacidity in peptic ulcer man- 
agement. Administration: orally. 
Dosage: 1 or 2 tablets after meals 
and at bedtime. Supplied: bottles of 
100 and 1000 tablets. 


To Renew 


Your Present Subscription 
or to Enter Your New 


Subscription to 


Clinical Medicine 


Use The 
Postage Free Form 
in the 


Literature Service 
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Meticortelone (Schering) 


Contains prednisolone, alph: 14 
pregnadiene-11 beta, 17 alpha, 2}. 
triol-3, 20-dione. A new crys. alline) 
corticosteroid possessing hormonal 
properties. Indications: rheurnatoid 
arthritis. Dosage: an average of 2) 
to 30 mg. (4 to 6 tablets) a ‘lay is 
gradually reduced by 2% to 5 mg 
until maintenance dosage of 5 to 2) 
mg. is reached. The total 2¢-hour 
dose should be divided into 4 parts 
administered after meals and at bed- 
time. Supplied: 5 mg. half-scored 
buff-colored tablets in bottles of 30 
and 100. 


Morcal (Schenley) 


A high calorie cereal-like food sup- 
plement containing in each pound 44 
per cent vegetable fat, 42 per cent 
carbohydrate, 9 per cent protein, 2.5 
per cent mineral ash, 2.5 per cent 
moisture, 50 mg. vitamin B, (thia- 
mine mononitrate) and 50 mcg. vita- 
min B,. (cyanocobalamine). Indi- 
cations: increase the caloric value of 
weight-gain diets. Dosage: 2 rounded 
tablespoons 4 times daily. Supplied: 
one pound containers. 


Verapene (Wampole) 


Each scored tablet contains 0.1 mg. 
of Reserpine and 0.4 mg. of Proto- 
veratrines A and B. Indications: 
moderate and severe hypertension 
and for the alleviation of symptoms 
such as headache, insomnia, dizzi- 
ness, blurred vision and nervousness 
associated with hypertension. Con- 
traindications: Hypotension, intra- 
cranial pressure not due to hyper- 
tension, tumors of the sympathetic 
nervous system and coarctation of 
the aorta. Should not be adminis- 
tered in the presence of digitalis in- 
toxication or when bradycrotic drugs 
such as quinine are given. Dosage: 3 
tablets daily after meals or as di- 
rected by physician. Supplied: apple- 
green scored tablets in bottles of 50. 
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Hy; tensive agent 
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. Ser, asil-Apresoline 


Hy, -rtensive agent 
p. 659 


. Apresoline 


Ant-hypertensive agent 
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. Aminet 
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Anipruritic, scabicide 
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Antipruritic 
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Antibiotic w/vitamins 
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. Premarin 
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Antispasmodic 
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Migraine control 
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Androgen, parenteral 
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Ultrasonic therapy 
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Choleretic, laxative 
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Antibiotic 
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Psoriasis preparation 
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- Causalin 
Anti-rheumatic agent 
p. 744 
- Nubilic 
Hydrocholeretic 
p. 746 
. Piromen 
Allergy therapy 
p. 749 
. Rauval 
Hypotensive agent 
p. 750 
. Lipan 
Psoriasis treatment 
p. 751 
. Yuvral 
Vitamin preparation 
p. 751 
. Stental Extentabs 
Sedative 
p. 751 
. Neo-Cortef, 1% lotion 
Allergic dermatitis Rx 
p. 751 


— 


. Thiastigimine 


Neuralgia treatment 
p. 751 


. Convalets 


Vitamin preparation 
p. 751 


- Bonamine chewing 


tablets 
Motion sickness Rx 
p. 752 p. 765 


. Ada-Tabs 


Peptic ulcer Rx 
p. 752 


- Meticortelone 


Arthritis Rx 
p. 752 


. Morcal 


Food supplement 
p. 752 


. Verapene 


Hypotensive agent 
p. 752 


. Cyesicaps 


Dietary supplement 
p. 755 


- Pentitrol Tempules 


Vasodilation agent 
p. 756 


- Donna Extentabs 


Antispasmodic 
p. 756 


. Willys 


. Reserpoid Elixi 


Tranquilizer 
p. 7% 


. Arliden HCl 


Peripheral vas dilaty 
p. 1 


. Dibrophen 


Analgesic, rela.-ant 
Pp. 756, 16 


. Neo Semhyten 


Hypotensive agent 
p. Ti 


. Thorazine 


Antinauseant 
p. Ti 


- Obedrin 


Antiobesity Rx 


p. 1% 


. Frog Pregnancy Test 


Pregnancy test 


p. 7 

“Jeep” 
4 Wheel drive vehicle 
p. 76 


- Doriden 


Hypnotic-sedative 


. Novahistine 


Antihistamine 
p. Ti 


- Mull-Soy 
Hypoallergenic food 


p. 7h 


A pure crystalline alkaloid of rauwolfia root. ee 
first identified, purified and introduced by CIBA e 


a aad: seu, wor vcnimai h hlS8 anes iba il aa 


in hypertension—SERPASIL provides a 


ific 


+e 


nonsoporil 
and a sense of well-being. Tablets, 0.25 mg. (scored) and 0.1 mg. 


220 


New! SERPASIL”® ELIXIR 


Each 4-ml. teaspoonful contains 0.2 mg. of Serpasil. 
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t your request ! 


ny obstetricians have requested 
nosphorus-free prenatal vitamin 
mineral dietary supplement. In 
»onse, Lederle now offers CyYEsI- 
:* Prenatal Dietary Supplement, 
mmplete formula containing cal- 
1 lactate, the most easily assim- 
.d form of calcium. CyYEsICAPS 
dry-filled, soft-gelatin capsules 
Lederle exclusive!), not oily or 
iy, and cause no unpleasant after- 
e. Dosage: 1 or 2 capsules 3 times 
\y during pregnancy and lactation. 


Geert 


V 
I 


Prenatal Vitamin-Mineral Capsules 


LEDERLE LABORATORIES DIVISION aareRscaw Ganamid company Pearl River, New York 


*TRADE-MARK 


Six capsules supply: 

Calcium Lactate, 3720 mg.; Calcium (as Lactate), 600 mg. (40% MDR); Intrinsic Factor Concentrate, 
1.5 mg.; Vitamin A, 6000 U.S.P. Units (150% MDR): Vitamin D, 400 U.S.P. Units (100% MDR):; Thiamine 
Mononitrate (B,), 1.5 mg. (150% MDR); Riboflavin (Bz), 3 mg. (150% MDR); Niacinamide, 15 mg.: Vitamin 
B)2, 6 micrograms; Ascorbic Acid (C), 150 mg. (500% MDR); Folie Acid, 2 mg.; Pyridoxine HC! (Be), 6 mg.; 
Caleium Pantothenate, 6 mg.; Vitamin K (Menadione), 1.5 mg.; Iron (as FeSO, exsiccated), 15 mg. (100% 
MDR); Vitamin E (as Tocophery! Acetate), 6 I1.U.; Iodine (as KI), 0.1 mg. (100% MDR); Fluorine (as 
CaF2), 0.09 mg.; Copper (as CuO), 0.9 mg.; Potassium (as K2SO4), 5 mg.; Manganese (as MnOse), 0.3 mg.; 
Magnesium (as MgO), 0.9 mg.; Molybdenum (as NazMoO«, 2H2O), 0.15 mg.; Zine (as ZnO), 0.5 mg. MDR— 
Minimum daily requirement during pregnancy and lactation. 





Pentritrol Tempules (Evron) 


Each controlled disintegration cap- 
sule contains 30 mg. pentaerythritol 
tetranitrate. 10 mg. dissolves imme- 
diately after taking, 10 mg. dissolve 
4 hours later, and 10 mg. dissolve 8 
hours later. Each capsule provides 
12 hours sustained control. Pentri- 
trol Tempules are also available with 
butabarbital in a controlled disinte- 
gration formula where sedation is 
needed. Indications: coronary vaso- 
dilation in angina pectoris. Dosage: 
as directed by physician. Supplied: 
bottles of 60, 250 and 500 capsules. 


Donna Extentabs (Robins) 


Belladonna alkaloids extended ac- 
tion tablets each containing 0.3111 
mg. of hyoscyamine sulfate, 0.0582 
mg. of atropine sulfate and 0.0195 
mg. of hyoscine hydrobromide. Don- 
na Extentabs provide uninterrupted 
spasmolytic effects of an intensity 
equivalent to % the active ingred- 
ients, uniformly maintained for 10 
to 12 hours. Indications: to achieve 
the desired degree of spasmolysis 
without sedation, or when there is 
no psychic component associated 
with the visceral hypermotility or 
spasm. Dosage: 1 tablet morning and 
night (12 - hour intervals.) Sup- 
plied: bottles of 100 and 500. 


Reserpoid Elixir (Upjohn) 


Port-wine colored elixir which pro- 
vides greater flexibility in regula- 
tion of the dosage. It is particularly 
adapted to administration to chil- 
dren and adults who are unable to 
swallow tablets, and to intractable 
psychiatric patients. Each 5 cc. con- 
tains 0.25 mg. of Reserpine and 14‘, 
alcohol. Indications: combats appre- 
hension, hyperexcitability, assaul- 
tive behavior and compulsive drives. 
Administration: orally. Dosage: as 
directed by the physician. Supplied: 
pint bottles. 
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Arliden HCl (Arlington) 


Peripheral vasodilator, vasophoric, 
vasorelaxant. Each tablet contains §j 
mg. Nylidrin HCl (phenyl-l-butyl.! 
norsuprifen HCl). Each cc. of par. 
enteral solution contains 5 img. of 
Nylidrin HCl. Indications: peripher. 
al vascular disease. Alleviates blood 
vessel spasm to increase periphera 
blood flow and furnish oxygen t 
muscle tissue. Increases cardia 
blood flow with little or no lowering 
of systolic blood pressure. Coxtrain. 
dications: acute coronary thrombos. 
is. Administration: orally or paren. 
terally. Dosage: 1 tablet 3 or 4 time 
daily, orally, and 0.5 cc. subcutan. 
eously or intramuscularly to start, 
increasing gradually to 1 cc. one or 
more times daily, parenterally. Sup. 
plied: tablets in bottles of 50, 100 
and 1000, and parenteral, 5 mg. per 
1 cc. ampul, boxes of 6, 25 and 10) 
ampuls. 


Dibrophen (Wilco) 


A non-narcotic relaxant, analgesic 
capsule containing 200 mg. dipyrone. 
250 mg. mephenerin-200 mg. salicy- 
lamide (acetyl). Indications: relie 
of pain in a wide variety of condi 
tions. Dosage: as determined by phy- 
sician. Supplied: Bottles of 30, 100, 
500 and 1000 capsules. Also 50‘% Di- 
pyrone in vials for intravenous o 
intramuscular injection. 


Neo Semhyten 


(Massengill) 


For the basic control of hypertensive 
patients. Maintenance medication 
may be continued for long periods 
without toxic reactions. Indications 
treatment of essential hypertensio 
and as a propylactic measure t 
combat severe and malignant hyper 
tension. Dosage: as directed by phy: 
sician. Supplied: bottles of 100, Sil 
and 1000 capsules. 
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THERAPEUTIC TRENDS 


Treatment of Warts 


Common warts are probably due 
to a filtrable virus, are contagious 
and autoinoculable. Diathermocoag- 
ulation will produce a rapid and 
complete destruction of the warts 
without any danger of complications. 
Local anesthesia is necessary. The 
galvanocautery may be used for 
small warts. Large warts require 
anesthesia. The wart should be enu- 
cleated with a curet and then cau- 
terized. Finely powdered potassium 
permanganate can be applied to con- 
trol the bleeding. 

When there are only a few isolat- 
ed warts, nitric acid, liquefied phen- 
ol or trichloracetic acid applied with 
a pointed piece of wood, moistened 
with the acid taking care that there 
be no drop of acid at the tip; appli- 
cation repeated every 3 or 4 days. 


Jean Lacassagne, La presse medicale, 62:1115, 1954. 


Vitamin A Clears Acne Vulgaris 


In a series of 75 acne vulgaris cas- 
es treated with oral vitamin A alone, 
80% responded in 3 months, the 
remaining 20% in 4 to 6 months. 
Dose 100,000 units daily; no evi- 
dence of toxicity observed. Serum 
vitamin A and carotene levels be- 
fore therapy were not lower than in 
normal persons. 


K. D. Lahiri, et al., Indian M. J., 23:247, 1954. 


Many Children With Poliomyelitis 
Best Treated at Home 


Since fatigue, excitement and 
emotional strain are not good for the 
patient, it seems reasonable to urge 
that patients with nonparalytic or 
uncomplicated paralytic poliomyeli- 
tis be kept at home for treatment if 
at all possible. Such a policy would 
also conserve hospital and financial 
resources. Vigilance on the part of 
the parents and the physician should 
serve to inform the physician of the 
appearance of danger signals in suf- 
ficient time for safe transportation of 
the patient to a medical center if 
special treatment is needed. Each 
case requires individual considera- 
tion and the physician in charge 
must assume responsibility for di- 
recting the therapeutic plan in every 
instance. 


R. J. Blattner, J.4.M.A., 156:9, 1954. 


Side Effects of 
Oxytetracycline Therapy 


The broad-spectrum antibiotics 
are not without their dangers, all 
the more so because one does not 
fully understand the reasons for 
some of the upsets involved. The 
writers emphasize that they should 
not be used for trivial and minor 
illnesses. 


Peter Hay et al., Lancet, May, 1954. 
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Thorazine — A Valuable Drug 


Thorazine® given orally or intra- 
muscularly is much more effective as 
an antiemetic than drugs commonly 
used. It controlled nausea and vom- 
iting in 96° of 200 carcinoma cases 
reported. In 85% vomiting induced 
by irradiation therapy was con- 
trolled and its occurrence prevented 
when given prior to irradiation. In 
severe nausea and vomiting of preg- 
nancy relief was provided in 90% of 
the cases. 

In a single series of 91 children, 1 
to 13 years of age, it promptly con- 
trolled vomiting of viral gastroen- 
teritis in 96%. 

The drug is of unique value in 
the symptomatic control of almost 
any kind of severe excitement, e.g., 
schizophrenia, epileptic clouded 
states, confusional states of uremic 
conditions and senile psychoses. Re- 
sistant manic or hypomanic states 
of long duration were very favor- 
ably affected. “It can reduce severe 
anxiety, diminish phobias and ob- 
sessions, reverse or modify a para- 
noid psychosis, quiet manic or ex- 
tremely agitated patients, and 
change the hostile, agitated, senile 
patient into a quiet, easily managed 
patient. It appears to calm the pa- 
tients without depressing their men- 
tal processes as the barbiturates do.” 

In a series of studies, Thorazine 
completely controlled intractable 
hiccups in 56 out of 62 cases. 

Unwanted drowsiness in some 
cases can usually be reduced by 
lowering the dosage, or by small 
amounts of Dexedrine sulfate at ap- 
propriate times. 

Transitory postural hypotension 
and simple tachycardia occurred in 
a few, momentary fainting and some 
dizziness, usually shortly after the 
first parenteral dose, very rarely af- 
ter the first oral dose. In a very 
few cases this hypotensive effect has 
been more severe and prolonged. 
For this reason, it is advisable to 
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keep the patients under obser vatioy 
(preferably in bed) for som* tim 
after the initial parenteral dcse. 

Mild fever has been observed jy 
a few patients during the first fey 
days of therapy with large intr. 
muscular doses. 

An apparently -benign type 
jaundice has been observed in ; 
small number of patients receiving 
Thorazine for a week or more 
therapy longer than a month ha 
not produced an increased incidence 
of jaundice. Patients with alcoholic 
cirrhosis have been so treated with. 
out the appearance of alteration in 
liver function. Detailed liver func. 
tion studies suggesting a bile-stasis 
jaundice rather than one associated 
with parenchymal damage. 

Studies of hemopoietic activity in 
several large series revealed no de. 
leterious effects from the drug, even 
after prolonged use. However, lev- 
kopenia and agranulocytosis, al- 
though extremely rare, have been 
reported in patients on Thorazine 
therapy. If any indication of bone 
marrow depression occurs, the drug 
should be discontinued. 

Stop administration of a depres. 
sant agent before beginning Thorz- 
zine, later the depressant may be 
started with low doses, increasing 
according to response. Use particv- 
lar care when it is given to patients 
who have alcohol in their systems. In 
patients with arteriosclerosis, car 
diovascular disease, or low blood 
pressure, use with caution. 

The dosage must be highly indi- 
vidualized according to severity 0 
condition and degree of response. 

Parenteral medication should be 
used for bedfast patients only. In- 
crease the dosage until the symp 
toms are controlled or concomitant 
actions are troublesome, and in re 
sistant cases continue treatment for 
a considerable period, reducing dos- 
age gradually to a maintenance level 
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establishing 
desired 


eating patterns 


Cbedrim 


and the 60-10-70 Basic Diet 


Correct medication is important in initiating control 
that leads to development of good eating habits, 
essential in maintaining normal weight.'?* 


Obedrin contains: 


Methamphetamine for its anorexigenic and mood- Formula: 
lifting effects. Semoxydrine HCI (Metham- 
. . > ‘ - >t: » 1) 5 » an 
Pentobarbital as a corrective for any excitation phetamine HCl) 5 mg.; Pen 
that might occur tobarbital 20 mg.; Ascorbic 
acid 100 mg.; Thiamine HCI 
0.5 mg.: Riboflavin | mg.; 
Niacin 5 mg. 


Vitamins B, and B, plus niacin for diet supple- 
mentation, 


Ascorbic acid to aid in the mobilization of tissue 


fluids. 1. Eisfelder, H. W.: Am. Pract. 


; , ae & Dig. Treat., 5:778 (Oct. 
Obedrin contains no artificial bulk, so the hazards 1954. 


of impaction are avoided. The 60-10-70 Basic Diet 2. Sebrell, W.H..Jr.:J.A.M.A., 
provides for a balanced food intake, with sufficient 152:42 (May) 1953. 


3. Sherman, R.J., M.D.: Med- 
protein and roughage. ical Times, 82:107 (Feb.) 1954. 


Write for THE §. E. MASSENGILL COMPANY 


60-10-70 Diet pads, Weight Charts, 
and samples of Obedrin. Bristol, Tennessee 
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Generally, in severe vomiting, the 
first dose not over 25 mg. slowly 
deep intramuscularly the patient 
lying down and staying so for at 
at least % hour afterwards. Later 
intramuscular doses of 25 mg. to 
50 mg. every 3 or 4 hours, p.r.n. 
Where symptoms are controlled (of- 
ten after the first dose) maintain 
the patient on oral doses, individual- 
ly adjusted. 

When Thorazine is given to pa- 
tients receiving sedatives, narcotics 
or opiates, the dosage of these agents 
should first be reduced to % or at 
least to 2. 


To control intractable hiccups 
25 mg. to 50 mg. of Thorazine should 
be given slowly deep intramuscular- 
ly every 3 to 6 hours until hiccups 
are stopped. In most cases a single 
injection gives permanent relief. As 
a precaution against recurrence this 
may be followed by oral mainten- 
ance — a few doses 25 mg. to 50 mg. 
t.i.d. Give intravenously only if hic- 
cups not relieved intramuscular in- 
jections, patient flat in bed, 25 mg. 
to 50 mg. in 500 cc. to 1000 cc. of 
electrolytic solution by slow intra- 
venous infusion. Blood pressure 
should be followed closely. 


In hiccups not causing distress, 
25 mg. 3 or 4 times daily brings ces- 
sation of hiccups after 24 hours. 








Laboratories, Various Authors cited in S. K. & F. 
Booklet, Dec. 1954. 


Frog Pregnancy Test 


. Speedy results; 1 to 4 hours. 

. Accuracy; 99.6%. 

. Reveals early pregnancy. 

. Reports wired free when requested. 

. Negative findings rechecked free of 
charge. 

. Need 2 07. first voided morning urine. 

7..1t costs less—only $5.00 to the Doctor. 


Physicians’ Diagnostic Laboratory 
(Established in 1936) 
4390 Lindell Blvd., St. Louis 8, Mo. 
Containers and Fee Table On Request 
Also other laboratory tests by mail. 


Primary Treatment of Inju-ies of 
Soft Tissue of the Hand 


The primary treatment dete. 
mines, to a great extent, vhethe 
complications will result and to why 
degree of usefulness the hind cq 
be restored. 

Bleeding should be contri lled by 
pressure, whenever possible. touni. 
quets not applied for emergeny 
transportation, unless bleeding ca. 
not be controlled by pressur2 dres. 
ings. The hand should be sp nted ip 
some manner. 

The time, place, causative agent 
and mechanism of the injury. shoul 
all be determined. X-rays of the 
hand should be taken, preferably 
with the dressings in place, befor 
the hand is examined, then the ex. 
amination under strict sterile con. 
ditions, the examiner wearing 2 
mask. 

The wound is carefully inspected, 
sensation and active motion of a 
the parts are tested, against resis 
ance, if possible. Test made of the 
deep and superior flexors of the 
fingers and the thumb, and the wrist 
and finger extensors—the findings 
recorded at the time. 

The patient may then be anesthe. 
tized by nerve block or by generd 
anesthesia. Field is made bloodles 
by proper application of a touri- 
quet all cases before cleaning. The 
wound covered with sterile dress: 
ings, the surrounding skin is shavei 
and cleansed with a soap or deter- 
gent and a suitable antiseptic non 
of which is introduced into th 
wound. The extremity is draped s 
that the hand is freely movable 
Change of gown and gloves is mate 
and the surgical care of the wouni 
proceeded with. Examination should 
be done with the patient’s full co 
operation and determination of mo 
tor and sensory damage should b 
made at this time. 


D. C. Riordan, J. Louisiana State M. § 
300, 1954 
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4-wheel drive takes you to your patient 


... Wherever he is! 


When your patients need you quickly, you must be sure of getting 
through. And you can be sure if you make your calls in a 4-wheel 
drive ‘Jeep’ Station Wagon. 

For 4-wheel drive gets you through mud, sand, ice and snow—over 
bad roads or no roads at all—as no ordinary station wagon can. 
And you can easily shift to 2-wheel drive for normal driving. 
Between calls, it serves as a roomy passenger car that carries six 
persons in smooth-riding comfort...or it provides cargo space of 
over 100 cubic feet. 

To enjoy the peace of mind of knowing you can get through in all 
weather, get the facts about the 4-wheel drive ‘Jeep’ Station 
Wagon. Why not see your Willys dealer today? 


How does 4-wheel drive work ? 4-wheel drive vehicles offer selective 2 or 
4-wheel operation. In 4-wheel drive, the engine power is transmitted to 
all four wheels at once, rather than to the rear wheels alone, thus utiliz- 
ing the entire weight of the vehicle for maximum traction. A special 
low-gear range provides extra pulling power, when needed. 


4-wheel drive jeep Station Wagon 


WILLYS ... world’s largest maker of 4-wheel drive vehicles 


WILLYS MOTORS, INC., TOLEDO I, OHIO 





Psychosurgery in a 
State Hospital 


In a community it is usually the 
psychoneurotic patient for whom 
psychosurgery is done. In a state 
hospital it is the chronic schizo- 
phrenics who are considered for 
surgical treatment. 

The average duration of illness of 
the schizophrenic patient operated 
upon is 11 years, and the average 
age is 40 years. These patients are 
idle, chronically disturbed, or apa- 
thetic to the extent of being stupor- 
ous; they soil themselves, and regu- 
larly strip off and destroy their 
clothing; many are combative and 
require sedation. 

Some are improved so much that 
they may be discharged to the care 
of relatives. Others remain but are 
happier, more cooperative, develop 
clean habits and are not destruc- 
tive. They are able to participate in 
occupational therapy, and engage in 
recreational activities. 

Operation on 47 patients using the 
new transorbital technique produced 
the following results: furloughed or 
furlough level 3; improved 38; un- 
improved 6. 


J. A. Hetherington, et al., J. Indiana M. A., 47:1097, 
1954. 


Psittacosis 


The popularity of parakeets as do- 
mestic pets, the lack of uniform 
laws regarding the importation and 
sale, and the presence of a large re- 
servoir of the disease among domes- 
tic fowl have increased the incidence 
of psittacosis tremendously. 

The illness has a febrile course 
with pneumonic changes of a dif- 
fuse interstitial nature. Since the 
advent of antibiotic therapy the case 
fatality rate of the disease has de- 
creased from 50% to 2%. 

The greater antiviral activity of 
chlortetracycline, chloramyphenicol 
(Chloromycetin®), and oxytetracy- 
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cline (Terramycin®) makes thes 
drugs the medications of choice jp 
the treatment of psittacosis. 

It may be sudden in onset, with 
chilly sensations, fever, sore throat 
photophobia and severe headache, or 
its beginning may be gradual. Th 
usual symptoms in order cf inci. 
dence: fever, cough, pleuritic pain, 
generalized aching, chills, ¢yspne 
and headache. 

Leukocyte count is normal or loy. 
Chest x-ray, though not character. 
istic, reveals areas of consolidation 
The complement fixation test may 
be negative at the onset, but it may 
become positive, with an_ increase 
in antibody titer, after the first week 
of illness. Chemotherapy may delay 
the appearance of antibodies for 3 
to 6 weeks, and hence additional ser- 
um specimens must be examined. 


L. Perlman, et al. Arch. Int. Med., 94:82 ‘1954 


Clinical Evaluation of Phenylin- 
dandione as an Anticoagulant 


Experience in treating 81 patients 
with phenylindandione is described. 
The rapidity of response appears to 
be intermediary between that of 
Tromexan and that of Dicumarol 
Duration of action and rapidity oi 
elimination are shorter than 
Tromexan or Dicumarol. 


No toxicity directly attributable 
to the drug was noted. 


It is apparent that vitamin K, is 
as effective in indandione - produced 
hypoprothrombinemia as _ in_ thal 
caused by coumarin derivatives. 


This is an effective anticoagulant 
that is especially helpful because 0 
rapidity of action and elimination, 
but the fact that it does not always 
have consistency of dosage makes 
initial and long-term maintenance 
difficult in some cases. 


The drug is inexpensive to admit- 
ister. 


O. R. Kruesi, et al., New England J. Med., 2) 
927, 1954 
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Casimi Funk, Pioneer in 
Vitamins and Hormones 


by B-niamin Harrow. Dodd, Mead 
& Con vany, 1955, 209 pages 

In 1:12 Dr. Casimir Funk’s con- 
clusions that such diseases as beri- 
beri, pellagra, rickets and scurvy 
were cue to deficiency of specific 
chemicl substances marked a mile- 
stone in medical science. Funk came 
to the United States shortly after the 
outbreak of World War I. With a col- 
laborator he achieved a concentrated 
fraction of vitamins A and D, the 
first viiamin product accepted by the 
A.M.A 

In 1936 Dr. Funk joined the U. S. 
Vitamin Corporation as research 
consultant and has remained with 
the company since. For this company 
he developed the production of nico- 
tinic acid and niacinamide. 

Over 150 scientific papers by Funk 
and collaborators have been pub- 
lished throughout the world. 


Atlas of Haematology 


Sandoz Ltd., Basle, Switzerland. 
1952. $7.00. 

Text and illustrations are com- 
bined to make this work complete 
in all the essentials of the subject. 
Its publication in loose-leaf form 

s for its being kept up-to-date 
‘reat saving over the cost of 
ing new editions. 
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Abdominal Operations 

by Rodney Maingot, F.R.C.S., Eng. 
Third edition. Appleton - Century - 
Crofts, Inc., New York. 1955. $24.50 

The great advances made in ab- 
dominal surgery since the publica- 
tion of the second edition in 1948 
have made necessary a thorough 
revision of this whole work. Eleven 
new chapters have been added and 
several deleted. There are more il- 
lustrations and the number of con- 
tributors has been increased. Con- 
tributors are distinguished surgeons 
of England, Scotland, the United 
States and Australia. It would be 
difficult to conceive of a better ex- 
position of the subject in book form. 


Potassium Metabolism In Health 
And Disease 

by Howard L. Holley, M.D., and 
Warner W. Carlson, Ph.D. Grune & 
Stratton, Inc., New York and Lon- 
don. 1955. $4.50. 

One need only say that this book- 
let says in less than 100 pages all 
that a practicing physician needs to 
know on the subject of potassium 
metabolism. 


Book for Expectant Mothers 

by Adeline Bullock, R.N., Mc- 
Graw-Hill Book Co., New York. 
1954. $3.75 

A book that a doctor can well re- 
commend to such patients. 
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Current Therapy, 1955, 


edited by Howard F. Conn, M.D., 
W. B. Saunders Company, Philadel- 
phia & London. 1955. $11.00 


This edition brings up to date the 
essentials of treatment of all of the 
disease conditions frequently en- 
countered in the temperate zones, 
and many others. It is written by 
doctors of experience and ability 
second to none, and impresses the 
reviewer with how well the subject 
of therapy can be covered in a few 
words. 


Reactions With Drug Therapy 


Harry L. Alexander, M.D. Illus- 
trated. W. B. Saunders Company, 
Philadelphia and London. 1955. $7.50 

No doctor who reads even a few 
medical journals can fail to be im- 
pressed with the number and dan- 
gers of reactions to drug therapy. 


And no reflective doctor can fail tp 
realize that by no means al! theg 
unfortunate reactions find th: ir way 
into print. The purchase and use of 
this book will serve the bes’ inter. 
ests of any doctor’s patien s, and 
may save the lives of paticnts of 
doctors who “give a shot of penicil. 
lin” first, then inquire about the pa. 
tient’s symptoms. 


Christopher's Minor Surgery 


7th edition, edited by Alto Ochs. 
ner, M.D. F.A.C.S., Professor Wil. 
liam Henderson and Michael E. De. 
Bakey, M.D., F.A.C.S., W. B. Saur- 
ders Company, Philadelphia and 
London. 1955. $9.00. 


There is a decided trend now 
toward regarding all surgery as ma- 
jor. It is refreshing to find that sur. 
geons of such standing as Ochsner 
and DeBakey think the division into 
major and minor surgery still de 
sirable. 


(glutethimide CiBA) 


‘totally new nonbarbiturate hypnotic-sedative 


in most cases— 


Rapid onset — 15-20 minutes 


‘ 
o. By s 


"Lasts 4-8 hours 


= 


~.No hangover «> > 


Dosage: 
0.25 to 0.5°'Gm. 
before bedtime. 


Scored 0.25- and 0.5*Gm: 
tablets. 


Mae I B ‘A ‘summit, N. J.” b 
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